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Tue clinical picture presented, when septic processes dependent upon 
micro-organisms—generally streptococci—having their seat in the 
endometrium spread to and involve the pelvic venous plexuses and 
the large veins leading from them, is a somewhat varying one. This 
variation depends, as is always the case in infection, on the site and 
extent of the structure affected, and on the virulence and quantity 
of the toxin at work. The not uncommon condition of “ white leg,” 
produced when such virulence is of comparatively small magnitude 
and the process is limited closely to the affected veins, is an example 
of the mildest form of vascular infection. Contrasting markedly 
with such a condition is the one presented by what is clinically 
known as acute puerperal pyemia, when virulent micro-organisms 
invade the veins of the pelvis and within two or three days produce 
a condition of the utmost gravity. With frequent severe rigors 
and extensive fluctuations of the temperature curve, marking the 
periodic flooding of the system wth toxins, with rapid and feeble 
pulse and marked prostration, the patient gives very obvious indica- 
tions of the seriousness of the mischief taking place in her pelvis. 
Here the toxicity of the invading organism is such that not only 
is thrombosis taking place and extending rapidly in the pelvic 
veins, the ovarian plexus, the internal iliac and the common 
iliac veins, and thence downward to the femoral vein and upward 
to the vena cava, but also changes in and destruction of the vein 
walls themselves, leading to the outpouring of septic material into 
the connective tissue and peritoneum, rapidly produce abscesses and 
peritonitis. Quickly, too, from the infected blood-stream arise 
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metastatic processes elsewhere, and death rapidly and almost without 
exception closes the scene. 

Between these two extremes, but often with difficulty separable 
from the latter class of cases, clinically at any rate, we have those 
cases which, often distinguished by their later onset, their more 
extended course, and their slower effect upon the general condition 
of the patient, are described as subacute or chronic pyemia. In 
such a patient one or more days after an abortion or confinement 
there supervenes an endometritis, with raised temperature, 
quickened pulse, local tenderness, and unhealthy discharge. As this 
is subsiding or has apparently disappeared—for days or even weeks 
may have passed since the original infection—symptoms of septic 
trouble come on the scene. Rigors, repeated daily or with intervals 
of two or three days at first, marked oscillations of temperature, 
profuse sweats, quick pulse and a change for the worse in the patient’s 
condition indicate the onset of this new and serious state of affairs. 
As a rule these symptoms are prolonged over many days, often weeks, 
and beyond the increasing feebleness of the patient and perhaps 
evidence of some cellulitis in the pelvis or localised abscess, no other 
symptom arises. But, as has been said, the boundary line between 
these cases and those more acute ones is a slender one. The disease 
may start within a few days after delivery and extend over many 
weeks, or it may start late and be quickly followed by secondary 
septic trouble in the lungs or heart. Death follows almost without 
exception in the acute cases—almost certainly if there are remote 
septic foci. 

The mortality of the more chronic cases is also considerable. 
Bumm, drawing upon the large practice of the Charité Hospital, in 
Berlin, observed 23 such chronic cases with late onset and prolonged 
course in recent years; of these no fewer than 19 died after a more 
or less prolonged illness. It is generally accepted that the more 
chronic the case and the longer the period during which the disease 
has lasted, the more likely is recovery to result. But to this rule 
there are many exceptions. Exhaustion with or without the con- 
current development of metastatic processes may lead to death, 
even after weeks or months. 

Those cases in which an abscess arises in the course of the dis- 
ease, whether the abscess be in the pelvis or in a joint or situated 
subcutaneously, are believed to have a better chance of recovery 
than those which run their course abscess free. Indeed Fochier 
of Lyons, in 1891, struck by this undoubted clinical fact, endeavoured 
to imitate nature and produced abscesses artificially by the sub- 
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cutaneous injection of turpentine. Fochier’s supposition that 
such artificial abscesses produced their effect by attracting to 
themselves the micro-organisms has since proved to be wrong, 
for abscesses produced in this way are sterile; but, be the 
reason what it may, several successful cases have occurred, 
Fochier, in 1891, and Menko, of Amsterdam, in 1899, recording the 
recovery of two acute cases after this treatment. Of the four cases 
which recovered in Bumm’s series of 23, two had developed abscesses, 
and a third had one produced by Fochier’s method. 

But the futility of the methods of treatment generally employed, 
and a consideration of the success which had followed the cutting off 
from the general circulation of similar infectious venous foci in other 
parts of the body in general surgical practice, for instance, in lateral 
sinus and jugular vein thrombosis following middle ear trouble, led 
surgeons to advocate a similar line of action in the cases under 
consideration. In 1894 Sippel advocated not only extirpation of the 
uterus, but a simultaneous excision of as much of the affected veins 
as possible. This suggestion was put in practice by Freund in two 
cases, but with fatal result. Trendelenburg and Bumm followed 
with four and three cases respectively, but again with failure. 
Trendelenburg modified the suggestion, and tied and cut the right 
internal iliac vein by an extra-peritoneal operation, and this not 
allaying all the trouble, he tied the right ovarian vein, and saved his 
patient. So the first success had been scored, and another step 
gained. In 1902 Dr. Ernst Michel, by a similar method in a bad 
case, saved his patient. Bumm, in a recent paper,! has recorded 
five cases, with three successes and two fatal results. One of the 
successful cases was in a patient with pyemia. Besides recording 
these cases this paper contains the most complete review of the 
subject up to date. A shorter paper? by Haeckel of Stettin, 
reporting another success, brings the record up to date. Both these 
surgeons tied the thrombosed veins—internal iliac veins generally, 
and after them the ovarian veins if necessary, working through the 
peritoneum by a laparotomy. 

To the six successful cases so far recorded I desire to add the 
following case, which came under my care recently : — 

S.B., et. 30, was attended in her confinement by a midwife on 
November 6th, 1905. The child was a large one, the placenta came 
away with ease and apparently entire, and the perineum was not 
torn. Two days afterwards (November 8th) a rigor, followed by 
profuse perspiration, occurred. On Nov. 10th Dr. J. H. Wilks was 
called in, and to him I am greatly indebted for these notes of the 
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confinement. The temperature was then 104°8°, pulse 126, respira- 
tion 36. There was no uterine tenderness, and the discharge was not 
foul. A biniodide of mercury douche was given. The temperature 
not coming down, on the 11th the uterus was curetted under 
chloroform, a few small shreds of placenta being removed. Every 
day the temperature rose considerably, and the sweats continued. 
Anti-streptococcic serum was injected on November 14th, 15th, 16th, 
17th and 19th, but made no appreciable difference. The blood was 
examined, but not very successfully; there appeared to be cocci 
present. On November 21st the temperature was 105°6°, pulse 182, 
respirations 26 at 8 p.m., and on this day a doughy lump, about the 
size of a fist, not very fixed, was apparent in the right iliac region. 
A vaginal examination showed that this lump was in the upper part 
of the broad ligament. 

On November 22nd she was transferred to the Sheffield Royal 
Infirmary under mycare. The patient was a thin,emaciated woman, 
with sallow complexion, dry lips and coated tongue; a rapid feeble 
pulse and a clammy skin. The abdomen was somewhat distended, 
but perfectly soft and practically free from tenderness. The lump 
in the pelvis on the right side was easily palpated, more convex 
behind than in front, movable, and bimanually was made out to be 
in the broad ligament, as stated above. The patient took her food 
fairly well, and slept well. The temperature rose every evening to 
varying heights, as shown in the chart. There was slight diarrhea. 

About the 25th a slight rigor was noticed at night; and, increasing 
in intensity, one occurred each day—generally towards evening— 
following. The pelvic lump, if anything, slightly lessened in size. 
Sweating continued. It was very obvious to all observers that the 
patient was now going down hill quickly, and, judging from the 
symptoms, that thrombosis of the pelvic veins with surrounding 
ceedema—possibly pus in the broad ligament—was present, just as 
one sees in some cases of thrombosed varicose veins of the leg. I 
therefore determined to explore and deal with things as circumstances 
might direct. 

The patient having a temperature of 100° and a pulse of 120, 
median laparotomy was performed on December 3rd, at noon. In 
the right broad ligament was a moderately firm mass, the thickness 
of three fingers, stretching from the uterine wall internally to the 
pelvic wall externally. The ovary and tube on each side were normal. 
Having taken the usual precautions to pack off the intestines, an 
incision was made over the mass in the broad ligament, and this 
revealed only a thick bundle of thrombosed veins. The incision was 
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extended internally and externally, the peritoneum reflected and a 
ligature of strong catgut placed on the uterine side, a second being 
placed further out towards the pelvic wall. In tying the last I 
discovered that rising out of the pelvis was a thick thrombosed vein— 
the ovarian. This was easily followed up to where, just below the 
kidney, it joined the vena cava. A strong ligature was placed on it 
about half an inch from this junction, the peritoneum having been 
previously incised and reflected. There was a considerable thickness 
of indurated edematous tissue around the vein the whoie way. The 
peritoneal incisions having been closed with a catgut suture, the ab- 
dominal wound was closed entirely in the ordinary way. That night the 
patient was comfortable; pulse 100, temperature 98°. On December 
4th the temperature was subnormal all day. On the 5th it rose a 
little to 100°2°, and afterwards varied, as the chart shows, for some 
days, finally becoming normal on December 17th. The patient had 
no rigors after the operation, but seemed to have slight sweats for 
several days. In the first week she declared herself very comfortable, 
and slept and ate well,then for three or four days she complained bitterly 
of pains in her left knee and hip joints, but with no physical signs 
in the joints or in the pelvis. 

The patient left the ward well and fairly strong, and reported 
herself to me in February, 1906, as “ quite well,” and able to do 
her housework and look after her children. 

The above case may, I think, fairly be called one of subacute 
puerperal pyemia, and that her life was saved by this operation, 
devised and perfected through failure and success by Trendelenburg, 
Freund, Michel and Bumm, I think, is more than probable. Rigors 
commenced within three weeks of the initial sepsis, and before their 
onset the temperature chart shows the gravity of the condition 
present. 

Such cases are happily not common, but when they do occur 
surgery seems now to have made yet another step forward, and to 
offer in this operation a very definite hope of cure. There occur 
some instances in which the uterus itself is badly infected; its walls 
are impregnated with germs. Obviously in such a case mere ligature 
of the veins does not seem likely to offer any hopeful result. There 
are other cases so acute in their onset that before one can make up 
one’s mind as to the true nature of the condition the process has 
advanced so rapidly and extensively that no justifiable or feasible 
operation can be performed; little, too, can be done when septic 
foci are present in the heart or lungs. But, granted that one can 
make a probable diagnosis of septic vascular thrombosis, be it in an 
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acute or chronic case, and especially if one can exclude the more 
grave contra-indications alluded to above, this operation will un- 
doubtedly be the treatment of the future. The difficulty of making 
a sufficiently early diagnosis for treatment in the acute cases will 
possibly always militate against very good results. Every rigor 
occurring early in the puerperium does not by any means indicate 
the serious thrombosis of veins, and by the time that the diagnosis 
is settled the time for successful operation may have gone by. The 
more chronic cases give more time for consideration; they all run on 
much the same lines as far as symptoms are concerned, pointing to 
the probable condition, and from their longer and slower course offer 
much more chance of a successful intervention. 

As to what should be the precise indication to operate, future 
experience will alone show more clearly. A localized morbid condition, 
made out by palpation in the pelvis, may surely always be said to 
suggest the necessity of exploration when occurring in a case of 
grave illness. Whether to operate by the extra-peritoneal or trans- 
peritoneal method will, too, require more experience to settle. To 
reserve the former for the acute cases when one may suspect pus, 
and to use the latter for the more chronic cases seems to be the trend 
of opinion at present. Personally, I think that the peritoneal route 
offers more advantages than disadvantages for careful work in all 
cases, and objections as to sepsis can in a great measure be met by 
suitable precautions. 

Why the ligated and enclosed clot in the veins gives no further 
trouble after the operation is an intensely interesting point, but its 
consideration belongs more to the realms of pathology, is bound up 
with the theories and facts which relate to the strengthening and 
weakening of the amount of antitoxic bodies produced by the blood 
and its leucocytes, and their varying behaviour towards free or 
encapsuled septic foci; and its consideration would take us too far 
afield. That it may give no further trouble is shown by many of 
the successful cases. It is possible that an abscess may arise, but 
no case of the kind has yet been recorded. In Michel’s case the 
blood-clot was breaking down into purulent mass before operation, 
and was drained extra-peritoneally. The rise of temperature at odd 
times after operation is noted in all cases. By no operation can one 
cut off every channel of absorption, indeed in one of Bumm’s cases 
very slight rigors were noted once or twice after the operation. 
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A Contribution to the Study of the Sub-Chorial 
Hezmatoma of the Decidua (the Blood Mole). 


By Auice M. Hurcuison, M.D. (Edin.). 


(Abstract of a thesis for the degree of M.D. of Edinburgh University 
in 1905.) 


DvrinG a year’s work at the Hospice, 219, High Street, Edinburgh, 
my interest in the subject of blood moles was aroused by the fact that 
five such specimens came into my hands. Two have since been sent 
to me for examination, making a total of seven. I was still further 
interested, and stimulated to make a careful study of these specimens 
with a view, if possible, to throwing some fresh light on the subject, 
by finding that four out of the seven cases had to be curetted on 
account of continuance of symptoms. A microscopical examination 
of the curettings was unfortunately only made in two of them. 
Before entering upon a description of these cases, it is intended 
to review very shortly the various theories that have been put forward 
up to the present time as to the causation of blood moles; these 
having been gleaned from the literature on the subject. Most of 
them are based upon no proper investigation, and are of little value. 
The earliest writers on the subject date from the time of Hippocrates 
and Galen, and amongst later ones must be mentioned Mitschik, 
Miller, Scanzoni and Perenice. Of still more recent writers the 
most noteworthy are Jakobson, Schwalbe, Spiegelberg, Leditsch 
and Galabin (1891). Breus, however, in his paper published 
in 1894, was the first to give a detailed description of 
these sacs and a definite theory, formulated as the result of 
his investigations. The variety characterized by the presence 
of many polypoid blood effusions he believed to be quite dis- 
tinct from ordinary blood or fleshy moles and to originate in the 
following way :—First, death of the foetus occurs from unknown 
causes about the second month. The foetal membranes, however, 
continue their growth, and, finally, owing to the lack of any expanding 
pressure, fold inwards and form diverticula which are rapidly filled 
by blood effusions, the late involvement of the decidua and 
consequent long retention of the ovum being thus explained. This 
theory Breus formulated as the result of a careful naked-eye investi- 
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gation of the diverticular membranes. Three points about them he 
emphasized especially, as proving that they are preformed sacs and 
not mere projections of the amnio-chorion through blood effusions :— 

1. Their extremely complicated shapes and stalks. 

2. The presence of empty sacs, which show no sign of having 
had blood in them. 

3. The fact that the membranes, when emptied of blood-clot, 
retain their various shapes and show strands of connective tissue. 

Neumann, in 1897, attacked Breus’s paper, and a lively discussion 
followed, Breus’s mole being held by many to be in no way different 
from an ordinary fleshy mole, and the possibility of further growth of 
the membranes doubtful. Neumann threw a little light on the 
subject by suggesting some anomaly, maternal or feetal, as the cause 
of the hemorrhages, and through them of the death of the fcetus, 
without, however, discussing the possibilities in this line or their 
mode of action. 

Gottschalk now stepped in as a mediator, but since his view is 
practically Breus’s, with the added suggestion of insufficiency of the 
primitive heart germ as the cause of fetal death, it is unnecessary to 
give it in detail. 

In 1891 Davidsohn’s paper appeared. In this the author expressed 
his belief that the striking misproportion between foetus and sac wall 
is not apparent but real, and since this does not originate after the 
death of the fetus (Breus’s theory of further growth of the membranes 
being quite untenable), the conclusion must be that it was already 
present at the time of death. The only feasible solution is, therefore, 
that hydramnios of the ovum is the cause of blood moles. Davidsohn 
considers that only by some such theory as this is it possible to 
explain how an ovum of a circumference of only a few centimetres 
can reach a circumference of 10 centimetres through the formation 
of subchorial hemorrhages, without uterine contractions being set 
up. Also, to regard the disproportion between foetus and sac as 
simply a result of passive pressure through hemorrhages, he considers 
to be entirely disproved by the fact that the chorionic membrane is 
thickly set with villi, and if by chance these are thinned out in 
one part they are proportionately thicker on neighbouring parts. 

Taussig and Engel may be mentioned as exponents of the theory 
of a secondary hydramnios. As a possible cause of it they 
mention endometritis or some other form of genital disease, since this 
was present in some of their cases. 

Bauereisen’s view, though quite untenable, may be shortly 
mentioned. He believes that deported villi in or pressing on 
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decidual veins, block the circulation and cause a stasis. The foetus 
dies from lack of nourishment and hematoidal swellings develop 
owing to accumulation of blood in the sinuses. Bauereisen formulated 
this theory upon the fact that in his microscopical examinations he 
found what he took to be deported villi in the deep decidua, 7.e., villi 
having no connection with the amnio-chorion. 

The first British writer on the subject is Dr. Berry Hart, and his 
theory of origin is as follows:—There is a blocking of the serotinal 
sinuses in the large-celled layer, which is an exaggeration of the 
physiological thrombosis of these sinuses observed at different stages 
of pregnancy by different observers, Dr. Gulland and himself in this 
country and Friedlinder and Leopold in Germany. A slow engorge- 
ment of the intervillous circulation results, and the amnio-chorion 
is bulged between two chorio-basal septa. In the microscopical 
examination of his specimen, Dr. Berry Hart found a curved chorio- 
basal septum persisting at the sulcus bounding the base of the 
tuberosities, with a blocking of the thin wall sinuses in the large- 
celled layer of the serotina. ‘The embryo dies on account of interfer- 
ence with its circulation, and the thrombosed mass is expelled after 
a certain time. 

Having now put forward the main theories offered, up to the 
present time, as to the causation of blood moles, it will be most 
convenient to give here the details of the seven cases mentioned. 
The defects in previous theories, and the necessity for a fresh view of 
the subject, will then be considered. 


Clinical Histories. 

Case 1., et. 27, i.-para. Patient had a normal confinement a year 
after her marriage, the child not being nursed. During the following 
two years there was first amenorrhea for nine months, followed by 
periods of combined amenorrhea and irregular hemorrhages, ending 
in an abortion. After the abortion she was treated for persistent 
bleeding. Six months later she sought advice for floodings following 
on a three months’ period of amenorrhea, the uterus being enlarged 
to about the size of a two months’ pregnancy, and the fornices clear. 
After an interval of two months the blood mole to be described was 
passed. Patient turned up again nine months later, complaining of 
irregular hemorrhages since the miscarriage, and she was curetted. 
Regular periods then followed for eight months, during which time 
she was in attendance at the Victoria Dispensary. Three months 
later she had an abortion, developed pneumonia, and died. 

Case 11., et. 31, iv.-para. Patient had two miscarriages between 
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the first and second child. After the death of the fourth child at the 
time of weaning, amenorrhea continued for three months, when the 
sac to be described was passed. For three weeks afterwards she bled 
at intervals, on exertion or with any excitement. Two normal 
periods followed, and three months later a second blood mole was 
passed. 

CasE 111., ix.-para. Patient had six normal pregnancies in 
succession, followed by a miscarriage. Again three normal 
pregnancies and a second miscarriage, followed by profuse periods 
and an inter-menstrual discharge which became coloured with any 
unusual exertion or excitement. A third miscarriage (blood mole) 
occurred after two months’ amenorrhea, and, in spite of the fact 
that the sac came away entire, patient was curetted on the third 
day on account of hemorrhage. 

Case Iv., et. 39, viii.-para. Patient had eight normal confine- 
ments, then a miscarriage. A second miscarriage (the blood mole 
to be described) occurred four months later. 

Case v., et. 32, vi.-para. Patient had first two normal confine- 
ments, then a miscarriage, after which she was curetted on account of 
bleeding. Again two normal confinements, then a premature birth 
at the sixth month, when the placenta was adherent, and had to be 
manually detached. Two normal periods, then after nine months’ 
amenorrhea the blood mole to be described was passed. 

CASE vi., et. 28, v.-para. Patient had five normal confinements, 
and after weaning the fifth child a flooding which lasted a week. 
Two months later the blood mole miscarriage occurred. About a 
month afterwards she reported herself as having irregular bleeding, 
and was therefore curetted. A normal pregnancy and confinement 
followed. 

Case vil., et. 32, ii.-para. Patient had first two normal confine- 
ments, then after nine months’ amenorrhea, the blood. mole to be 
described was passed. Patient stated that when 4} months pregnant 
she got a fright from a dog, and a dark-coloured discharge began, 
which lasted for two days, then stopped for a time and returned 
again for one day. 


Description of Sacs. 

To simplify this description the points of striking similarity 
between the sacs will be described, with, at the same time, a mention 
of the differences noted. 

1. They were all (with the exception of No. vii., which had a 
definite placenta) closed sacs of greatly thickened decidua. 
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2. They varied in size, from a 2—3} months’ pregnancy, and 
the placenta of No. vii. was that of a 5—5} months’ pregnancy, with 
a three months’ foetus. 


3. Sacs Nos. i., iii., iv., v., and vii. contained a very small amount 
of liquor amnii, and Nos. ii. and vi. what seemed an unusually large 
amount, and of a glistening appearance. 

4. Hematomata were present in all except Nos. iii. and iv., and 
varied in appearance from large soft sacs to solid finger-tip projections 
or convolutions. 

5. A cross section of the wall in all the cases had the appearance of 
blood clot in various stages of organisation, judging from its 
consistence. 

6. There was no appearance of a foetus in any sac except No. vii., 
though some fragments escaped with the liquor amnii in No. ii. 


7. Soft brown material, like altered blood clot, was lying on the 
amnion in Nos. i., v., and vii. 


Microscopical Characters. 
On account of the great similarity between the specimens it will 
be sufficient to describe one case minutely, and indicate points of 


difference in the others. 


Case 1., Fig. 1. Low power. The epithelium of the amnio- 
chorion shows as a broken granular-looking line which is stripped off 
in parts. The connective tissue appears hyaline and thickened in 
parts, and pigmented cells and granules are present in quantity. 
Many projections and infoldings of the amnio-chorion are seen. 
The amnio-chorion rests on fibrinous clumps and strips, with a few 
hyaline degenerated villi embedded in them, pigment granules being 
present here also (stained with ferro-cyanide of potassium). Below 
this is fairly recent-looking hemorrhage, shading for the most part 
gradually into deeply-stained fibrin with hyaline degenerated villi 
lying in it. Thereis no appearance of anything that can be described 
as decidua, and there are no vessels. 


High power. Ammnio-chorion. The epithelium of the amnion, 
and of the chorion where it can be distinguished, is extremely 
granular; the connective tissue varies in appearance from wavy, 
fibrous tissue to stretches of hyaline degeneration; many cells are in 
it, pigmented or non-pigmented, and of various shapes and sizes. 
The hemorrhage shows gradations from commencing coagulation to 
deeply-stained fibrin, in which are large spindle cells and granular 
pigment. 
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Villi. All show hyaline degeneration, with a granular appearance 
of the epithelium; they have no vessels. 

Other specimens showed a definite intervillous space and decidua. 
The decidua was either edematous or torn up by hemorrhage in 
various stages of organisation, with, in most cases, a leucocytic 
infiltration, and in some necrosis. The villi in all cases were 
degenerated (myxomatous or hyaline), and seldom showed any sign 
of vessels. The amount of syncytium on them was in all cases 
abnormally small. The intervillous space showed a thrombosis, 
either filling it or limited to one end, and pressing on and obliterating 
the villi embedded in it (Fig. 2). Vessels of various sizes were found 
in the decidua, but for the most part with a broken and altered 
outline, and some containing thrombi. Pigmented cells were found 
in all cases, either in the amnio-chorion or decidua, some staining 
blue with ferro-cyanide of potassium. 


Description of endometrial scrapings from Cases i. and vi. 

Case 1, Fig. 3. Low power. The superficial epithelium has a 
broken outline. The glands are dilated, and some contain blood. 
The stroma has very extensive hemorrhages into it; indeed, they 
have the appearance of replacing it over large areas, with stroma 
cells, glands and blood-vessels scattered through them. The number 
of the thin-walled vessels is greatly increased, many of them showing 
considerable dilatation. 

High power. These points are confirmed. 

Case v1. Low power. In parts there is a very marked increase 
of the interstitial tissue, which appears in places to be pressing upon 
and destroying the glands. In other parts the increase is less 
marked, or the stroma appears to be even rarefied. There is a 
multiplication of the thin-walled capillaries, many of which are 
greatly dilated. Extensive hemorrhages are scattered through the 
stroma in every part of the slide. 

High power. Confirms these details, and shows very plainly the 
destruction of the glands by the increase of interstitial tissue. 

Since any theory to be practicable must be capable of explaining 
not one variety only but all varieties, the conditions universally 
present may be thus summarized :— 

History. Amenorrhea, followed by the expulsion of a blood 
mole at any time up to or even beyond the limits of a pregnancy, 
with or without intervening hemorrhages. 

Sac. Its size may be strikingly out of proportion to the period 
of pregnancy, or may fairly well correspond to it. The wall may 
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only be greatly thickened or show hematomata of any of the varieties 
mentioned. A cross section of the wall has in all cases the appear- 
ance of blood-clot, recent or organising. 

Fetus. It may be entirely absent, or if present is well preserved, 
at a lower grade of development than the sac, and out of proportion 
to the date of pregnancy. 

Microscopical appearances. Thrombosis in the intervillous space, 
with degenerated villi, decidua edematous or destroyed by hemorr- 
hage, pigmented cells, and other details as described. 


How have previous theories failed to explain all these conditions? 

Breus’s theory, even allowing the possibility of further growth of 
the membranes, is only applicable to a small number of blood moles 
(those showing hematomata of all shapes and sizes), and is therefore 
untenable, since a microscopical investigation proves all forms to be 
structurally alike. 

Davidsohn’s theory, like Breus’s, can only apply to the very marked 
forms of blood moles, and for this reason alone it is unsatisfactory, 
indeed untenable. It seems also difficult to imagine that in each 
case the hydramnios is present for a time only, and then disappears 
without any renewal, and yet with the pathological conditions 
originally causing it still present. 

Bauereisen’s view is so entirely improbable that there is no need 
to say much about it. It need only be pointed out that deportation 
of villi, according to Poten and others, occurs in every pregnancy, a 
lodgement in some cases being first found in the minute lung 
capillaries. The impossibility of demonstrating deported villi in 
decidual veins without reducing the whole thickness of the wall to 
serial sections, may also be mentioned. 

Dr. Berry Hart’s theory strikes one as rather unsatisfactory, since 
it stops short of suggesting any cause for the undue blocking of the 
serotinal sinuses. What are the altered conditions which have caused 
a physiological process to become pathological ? 

While quite recognizing that in the theories reviewed there is 
more or less of truth, it yet seems, from a study of these seven cases, 
that there is need for a fresh view of the subject, which especially 
directs attention to the endometrium as the most important factor 
in the production both of a normal fetus and an abortion sac. 
Taussig and Engel, as has been already indicated, have vaguely 
suggested this, without attempting to work it out. Dr. Berry Hart 
has touched on it by his particular study of the condition of the 
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sinuses in fleshy moles, and three authors—Gottschalk, Taussig 
and Bauereisen— have described endometrial scrapings after 
blood mole, without, however, offering any special comment. On 
comparing the histories of the present cases the prominent feature 
was undoubtedly the existence of an unhealthy endometrium in 
conjunction with the production of these moles. The recognition of 
this fact led naturally to a study of the normal endometrium in 
relation to the implantation and development of the human ovum, 
and of abnormal endometria, more especially such as might be 
supposed to have a bearing on the production of blood mole. Space 
allows of only a short mention of a few of the most important points 
gathered from this study, more especially those which must be 
emphasized in any attempt to connect blood moles with an unhealthy 
endometrium. 

1. The very important part played by the capillaries of the 
endometrium, which dilate during the first three months of preg- 
nancy to form large sinuses, communicating, on the one hand, with 
the intervillous space, and on the other, with the tortuous arterial 
vessels. 

2. The gradually effected communication between the sinuses and 
the intervillous space by the extension of processes of trophoblast 
and syncytium into them. 

3. The very important part played by the syncytium in the 
nourishment of the fetus and the necessity, in order efficiently to 
perform this part, that prolongation of syncytium should draw upon 
fresher maternal blood from the deep decidua, and that the blood 
stream through the intervillous space should be reduced to a slowly 
moving mass, 

Nature appears by these means to have done everything 
in her power to reduce to a minimum the shock of any sudden 
change in the maternal circulatory system, in order that the villi 
may retain their hold upon the decidua and time be given for the 
interchange of food stuffs and gases between foetal and maternal 
blood. 

Pathological variations of the endometrium are very great and 
very numerous, and so it is only possible to touch very briefly upon 
those which might be supposed to have a more direct bearing on 
the formation of blood moles, that is, those showing a change in the 
vascular conditions, since hemorrhage is the characteristic feature 
of all blood moles. 

1, Glandular endometritis, which is by far the commonest variety 
met with. It is characterized by cedema of the stroma, enlargement 
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of the glands, and increase in the number and size of the thin-walled 
capillaries, with a ready tendency to hemorrhage. 

2. Sarcoma-like changes in the interstitial tissue which indicate 
either an early sarcoma or a simple hyperplasia. There is in this 
variety also an increase of the thin-walled capillaries, with a ready 
tendency to hemorrhage. 

3. Arterio-sclerosis of the vessels of the endometrium and of the 
entire uterine arterial system, wliich is, however, not a common form. 
Its characteristic feature is severe and intractable hemorrhage. 

Before entering upon the details of a fresh theory on the lines 
indicated, it will be well to attempt an answer to the most obvious 
objections. 

1. Why should an abnormal endometrium cause a blood mole in 
one woman and an ordinary abortion sac in another, or the two in 
succession in the same woman ? 

2. Would one not expect every case of blood mole abortion to be 
associated with definite symptoms of endometritis? 

Fach writer in turn appears to have started with the assumption 
that a blood mole is entirely different from an ordinary abortion 
sac, whereas the study of these seven cases has served rather to bring 
out the points of resemblance, and to impress most forcibly the 
necessity for microscopical examination of all abortion sacs as 
the only way in which one can hope to arrive at any understanding 
of blood moles. 

The suggestion that blood moles are simply a form of abortion 
sac seems to find considerable support from the fact that hemorrhage 
is the chief characteristic of both, the difference apparently being 
rather one of intensity, combined with a more gradual development 
and a later involvement of the deep decidua. In replying further 
to the second objection, it may be pointed out that there are many 
facts regarding menstruation and abortion for which no satisfactory 
explanation can be given. For instance, why does one woman abort 
on the smallest provocation, while another woman undergoes the 
most violent treatment and yet the pregnancy suffers no interruption ? 
Or again, why should change of climate, work or circumstances cause 
either a temporary cessation of the menses or one or two very 
profuse periods? Further, it is a fact, not only as regards the seven 
cases mentioned, but also as regards the numbers reported by previous 
writers, that the overwhelmingly large majority are of the working 
class and multipare, a combination which does not lead one to expect 
a very normal endometrium. 

Again, the question of curetting is always considered in a case 
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of repeated abortion or of sterility, where no adequate cause can be 
found, in spite of the fact that definite symptoms of endometritis 
may be absent, and when carried out it often leads to a healthy 
pregnancy. 

There are then certain facts in the study of the present cases 
which appear to have a close connection with the formation of blood 


’ moles, but in attempting to interpret these facts as regards the actual 


method of production of blood moles, one is of necessity soon reduced 
to drawing deductions from them. The facts are as follows :— 

1. Clinical histories pointing to an abnormal condition of the 
endometrium, associated with the expulsion of a blood mole. 

2. Curettings of two of these cases confirming the clinical 
histories. 

3. In two a normal pregnancy followed the curetting, in the third 
normal periods without a pregnancy. 

4. The microscopical appearance of all blood mole slides, which 
are characterized by thrombosis in the intervillous space, with 
edema of, or extensive hemorrhage into, the decidua, along with 
degenerated villi and pigmented cells. In attempting to link these 
facts theoretically, it will perhaps be best to consider how any of 
the abnormal endometria mentioned might fail to respond to the 
stimulus of the growing ovum. 

None of these endometria can be considered as likely to produce 
a normal implantation, in glandular endometritis more especially 
on account of the edematous stroma and hypertrophied glands, and 
in the other two on account of the ready tendency to hemorrhagic 
extravasations into the stroma. The ovum therefore starts life 
handicapped by an inability to effect a firm hold on the decidua. 
The influence of an imperfect union between ovum and decidua is so 
much the greater since, according to the most recent teaching, the 
ovum may be regarded as from its earliest days dependent upon 
the decidua for its nourishment, this being the most feasible 
explanation of the early established trophoblastic connection between 
foetal epiblast and maternal blood. The failure of such an intimate 
connection would naturally lead to impairment of nutrition of the 
villi and a resulting imperfect development of the ovum. 

As regards the condition of the decidua and intervillous space 
already described, the natural inference is that these are caused by 
the pathological capillaries, even though it is impossible to follow 
the details of the process. Since the decidua in some slides is almost 
destroyed by hemorrhage and, in the best preserved, very cedematous, 
some villi will naturally lose their attachment and cease to be of 
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any use in the nourishment of the rapidly-developing ovum, since 
the syncytium depends upon its deep attachments for an efficient 
performance of its work. Since, again, no normal intervillous space 
is seen, butthrombosis compressing and destroying villi, with evidence 
found in the pigmented cells of the process having been continuous, 
many more villi must be thrown out of working order, and still less 
nourishment be carried to the rapidly developing ovum. It would 
naturally follow that 2 young ovum would die and undergo partial 
or complete absorption, while a more mature fetus might die or 
continue its development imperfectly, so that at the time of expulsion 
its size would be entirely out of proportion to the stage of pregnancy. 

In order to investigate the points as to whether in these uniformly 
thickened sacs placental differentiation was in progress or not, before 
the onset of hemorrhages, slides were prepared in Cases i., ii. and iii. 
from two different portions of the sac, these naturally being chosen 
at random. In ii. and iii. it was interesting to find that in spite 
of the absence of any appearance of a placenta externally, the second 
set of slides prepared showed a strikingly larger number of villi, 
giving a much nearer approach to the appearance of a developing 
intervillous space. In Case i. no difference was found, but since 
ii. and iii. had demonstrated the possibility of placental differentiation 
being in progress, the investigation was not further pursued. It 
follows therefore, that in those cases where the hemorrhages occur 
during the progress of placental differentiation, they are not limited © 
to the placental site, but involve the decidua vera and reflexa, as 
would be expected since large sinuses are still present here. If the 
placenta is well differentiated they are naturally limited to it, as is 
well demonstrated in Case vii., where the placenta is seen as a 
thickened mass with well-marked solid hematomata, while the united 
decidua vera and reflexa are present as bands and shreds. In the 
first case the final result may be either a blood mole (of the type 
described by Breus or a less marked form) or a fleshy mole, the latter 
being simply a more organised variety of the former. Each of these 
again is either empty or contains a foetus of imperfect development. 

In the second case there is a fleshy mole as a placenta, with a 
foetus of a proportionately much lower grade of development, as in 
Case vii., where the placenta is of about 5—5} months, and the 
foetus not more than three months. 

The amount and distribution of hemorrhage and thrombosis in 
each case will determine the presence either of well-marked polypoid 
hematomata, finger-tip projections or simply a uniformly thickened 
wall. The time of expulsion of the mass will depend upon the 
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involvement of the deep decidua, since then only does it become a 
foreign body in the uterus. 


Summary. 


As a result of these investigations the following explanation of 
the etiology of blood moles is offered : — 


1. A pathological condition of the endometrium pre-exists 
(especially of its vascular system). 


2. As a result, implantation of the ovum is less securely effected 
than normally. 


3. A process of hemorrhage into the decidua with thrombosis in 
the intervillous space occurs, whereby villi are detached and 
compressed in greater and lesser numbers, and the system of fetal 
nourishment interfered with. 


4. The embryo, if young, dies, and is partially or completely 
absorbed; if more mature it continues its development, but 
imperfectly. 

5. The combined hemorrhage and thrombosis lead to one or other 
form of sac described, dependent upon their extent and time of 
occurrence. 

‘The bearing of the corpus luteum on the development of the 
ovum (as it has been worked out by Fraenkel) has not been over- 
looked, but of necessity can in these cases only be considered a 
theoretical factor, since no positive information is obtainable. 

Many points in the formation of blood moles still lack a 
satisfactory explanation, and invite further and more searching 
investigation. The theory here presented is put forward in the 
conviction that so far insufficient attention has been paid to the 
endometrium, which is the most important factor in maintaining 
the nourishment of the ovum. 
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Three Cases of (so-called) Double Uterus, with a 
table of 100 collected cases.* 


By G. Scorr Macerecor, M.D., 
Physician to the Glasgow Hospital for Diseases of Women. 


THE condition usually (though erroneously) described as double 
uterus is less uncommon than has generally been supposed, and raises 
questions not only of scientific interest, but of practical importance. 
It affords, for example, the only reasonable explanation of super- 
feetation and of cases such as have occasionally been recorded in 
which a few hours after a curetting of the uterine cavity the patient 
aborts. 

I purpose in this communication to relate three cases of double 
uterus that have occurred under my own observation, and then to 
call attention to a series of one hundred cases that I have collected 
and tabulated, with the view of ascertaining whether there were any 
signs or symptoms sufficiently constant to aid in the diagnosis of 
the condition. And, lastly, I have appended a list of references to 
these cases which I trust may be usefui to future workers. It is 
unnecessary for me to go into the question of classification, 
especially as I agree with Ballantyne that “ it is impossible clinically 
to separate cases of uterus didelphys from those of uterus bicornis.” 
Nor need I stay to call attention to the fact that conditions which 
come under the head of abnormalities in the human female are 
natural to some of the lower mammalia. I will, therefore, proceed at 
once to the relation of my own three cases. 

The first case occurred as far back as 1889, while I was acting 
assistant to Sir Halliday Croom in the Royal Infirmary, Edinburgh. 
I shall give it as I have it noted in my case book:—Mrs. D ; 
et. 35 years, was sent into the Royal Infirmary, Edinburgh, January 
18th, 1889, by Dr. Cullen, St. Boswells. She complained of a 
swelling in the abdomen and constant bleeding. In September, 1888, 
she had a severe hemorrhage, for which she can assign no cause, as 
she had been perfectly regular up to that time. For six weeks 
afterwards she was quite well. Another severe hemorrhage, 
however, followed. Dr. Cullen says that there was no evidence of 


*Based upon a r read before the Glasgow Obstetrical and Gynecological 
Society, December 30,1908. 
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an abortion. She now began to have irregular hemorrhages, on one 
occasion so severe as to necessitate plugging of the vagina, and for 
the fourteen weeks preceding her admission the patient had “ never 
been dry.” As the sound passed five inches, and there was a 
distinct and increasing swelling, Dr. Cullen advised her removal to 
the Infirmary. She had always enjoyed good health. Menstruation 
began at 14 years, was of the 28 days type, was unaccompanied 
with pain, and lasted from 3 to 4 days. She had had seven children 
(the youngest being two years of age), and one miscarriage, eight 
years ago, at the fifth month. Her labours had been normal. 

On vaginal examination, the following points were made out :— 
Vagina roomy ; cervix fissured and edematous; a fairly hard resistant 
tumour, continuous with the uterus and lying over to the right side, 
about the size of a 4 or 5 months’ pregnancy, could be made out 
bimanually. Sound passed 5} inches. For the next few days this 
case was discussed in all its bearings by several members of the staff, 
and it was ultimately agreed that operation was the proper course. 
On the day previous to that fixed for the operation it occurred to me 
to make one more attempt at a satisfactory diagnosis by making a 
thorough and exhaustive examination by auscultation over the 
swelling, when I was at last fortunate enough to make out the faint 
beat of a foetal heart. My chief happened at that moment to come 
in. He, too, heard the foetal heart-beat, and in place of operating he 
sent the patient home next morning, the diagnosis being “Pregnancy 
in bicornuate uterus.” This was subsequently fully corroborated by 
Dr. Cullen at her confinement a few months later. 

The next case was that of a young unmarried girl, et. 17, who 
had never menstruated. On March 24th, 1897, I was asked to see 
this patient in consultation. She had been suffering from acute 
abdominal pain, so intense at times as to make her cry out. With 
the exception of a slight attack of rheumatism 12 years previously, 
she had always enjoyed good health. She had never menstruated, 
nor had there ever been any molimen or sense of discomfort of any 
sort at stated periods. 

On examination of the abdomen a large tumour, sausage-shaped 
in form, could be palpated, lying in the abdomen immediately below 
and to the left of the umbilicus, and a slightly smaller tumour, but 
of somewhat similar shape and intimately connected with the former, 
could be felt passing to the right side. 

On examination per rectum, a large soft swelling was felt bulging 
the rectum inwards. The hymen was imperforate. I incised the 
hymen and drew off about two pints of thick coffee-coloured 
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menstrual fluid. Subsequently, on examination per vaginam, a 
double-horned uterus was felt bimanually—the left horn somewhat 
larger than the right. 

The third and last case was brought under my notice on May 16th, 
1905, by Dr. Paul Stewart, who asked me to examine a patient of his 
in whom he had diagnosed “ uterus didelphys.”” The notes of the 
case are as follows :—Mrs. I , et. 30 years, married for 9 months. 
Menstruation regular, 28 days type, duration 6 days, no pain. There 
is no dyspareunia; she experiences, however, a bruised sort of feeling 
after coitus. No miscarriages, and no pregnancies; no backache; 
some leucorrhea. Has always enjoyed good health; only complains 
of a slight pain sometimes in her right side. She is a bright, 
intelligent woman, well-nourished and well-developed. 

She was anesthetized, and the following points were noted :— 
About one inch from the vulvar cleft the lower border of a septum 
was encountered by the examining fingers, dividing the vagina into 
two separate compartments, the left compartment being, if anything, 
more patulous than the right. At the vaginal roof of each compart- 
ment a small nulliparous os was easily felt, while bimanually one 
could with the greatest ease map out each individual horn extending 
the one to the left side and the other to the right side of the pelvis, 
the left horn being, if anything, a little larger and more developed 
than the right. The ovary of the left side was likewise palpated, 
but was much smaller than the right ovary, which could be felt to be 
prolapsed and tender. The sound passed about 3 inches into the 
left horn, less into the right. The two cavities were separate and 
divergent. The bimanual examination conclusively demonstrated 
two separate and distinct uterine bodies independently movable; only 
a fold of peritoneum seemed to link the two cervices. 


Such, then, is a résumé of the various cases that have come under 
my own notice. 


I shall now briefly allude to the practical and utilitarian aspect of 
this most interesting subject. Do such conditions predispose to 
sterility? And if not, what are the risks of pregnancy? ‘To enable 
one to form a fairly impartial conclusion regarding these questions 
it occurred to me to collate and tabulate a hundred cases from the 
literature bearing on this particular subject, which, accordingly, I 
have done, and I have drawn them up in the form of a table. The 
principal points I have grouped under their particular headings, so 
far as I could glean them from the various records, viz., age 
of patient, number of children, menstruation, character of the labour, 
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vaginal condition, with remarks where anything particular was noted. 
An analysis of these hundred cases may assist in enabling a prognosis 
to be formed in cases of this kind. 

Of the first 14 cases mentioned in these tables (1835--1882) death 
occurred in eight from peritonitis following the operation on the im- 
perforate hymen with retained menstrual products. One can, there- 
fore, understand the reason of the emphasis with which our teachers 
inculcated the necessity of the strictest aseptic measures being carried 
out in this seemingly simple operation. 

I shall here summarize the leading characteristics brought out 
by these tables. Out of these hundred cases 30 were unmarried, 
while 70 were married women; 2 out of the 30 of the unmarried 
women had had abortions. Of the 70 married women 14 were 
nulli parous, while 56 were parous; of these 56, 14 aborted and 
44 went to full time. These 44 women bore 96 children, while 
out of the labours cf these there were 2 Cesarean sections, 
2 hysterectomies, 4 forceps cases and 36 normal labours. 

In only 71 cases is there any? reference to menstruation, 58 were 
regular, 8 were irregular, while 5 had amenorrhea, and 13 dys- 
menorrhea. In 38 cases the size of each uterine horn is noted; in 17 
cases the left was the larger, while the right was the larger in 13 
cases; in 8 they were equal, while one was an infantile uterus 
didelphys. 

We, therefore, gather from a study of these cases that the presence 
of such malformations does not materially lessen the chances of 
impregnation, except where the genital canal is completely occluded 
at some point; and that delivery usually occurs without any special 
danger or difficulty, except where the fetus is held in the rudimentary 
horn of a markedly double uterus. In such a case one may have 
the danger of rupture of the uterine wall, or there may be no 
dilatation of the imperfectly developed cervical canal, or, again, it 
may be a powerless labour from the lack of sufficient contractile 
force in the uterus itself. Any one of these conditions may call for 
surgical interference. 
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Angiomatous Fibromyoma of the Uterus.* 
By 
W. Brarr Betz, M.D., B.S. (Lond.), 
Assistant Gynecological Surgeon, Royal Infirmary, Liverpool; 
and 
H. H. Crarxe, M.A., M.B., B.C. (Cantab.), 
George Holt Fellow in Pathology of Liverpool University. 


G.D., et. 41, unmarried, a dressmaker by occupation, was admitted 
to the Royal Infirmary, Liverpool, under the care of Mr. Thelwall 
Thomas, at the end of December, 1905, suffering from acute attacks 
of abdominal pain. She was transferred to the Thornton Ward 
under the care of Dr. Blair Bell on January Ist, 1906. 

The following notes were then made : —“‘ The catamenia commenced 
at 14, and have been regular, of the 28 days’ type, the flow lasting 
three days. There has been no dysmenorrhea or leucorrhea. 
During the last twelve months the menses have been more profuse, 
lasting from seven to fourteen days. There has been considerable 
premenstrual pain. There have also been attacks of severe abdominal 
pain accompanied by vomiting, lasting for several hours, in the inter- 
menstrual periods. Sometimes there is slight dysuria. 

“On examination by the abdomen, a hard, smooth, round, movable 
tumour can be felt in the left iliac fossa, reaching nearly as high 
as the umbilicus. The vaginal examination is conducted with 
difficulty, the patient being a virgin and it being only possible to 
insert one finger. The tumour in the left iliac fossa can be moved 
independently of the uterus. The uterus itself feels enlarged and 
soft. The sound, however, only passes 22 inches.” 

Operation. On January 3rd, 1906, the abdomen was opened in 
the middle line. The pedunculated fibroid in the left iliac fossa was 
easily delivered, and found to be attached to the fundus uteri. 
To the right and posteriorly the uterus consisted of a large, soft, 
cystic-feeling mass, not unlike an early pregnancy. The surface 
had the normal smooth uterine appearance. The broad ligaments 
contained very large tortuous veins. Supra-vaginal hysterectomy 
was performed, both ovaries and tubes being removed at the same 
time owing to the doubtful nature of the growth. 

Result. The patient made an uninterrupted recovery, and was 
discharged well on the 26th day after operation. 


* Read at a meeting of the North of England Obstetrical and Gynecological 
Society held on February 16th, 1906. 
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Description of Specimen. 

Macroscopic. The specimen consists of the uterus, both ovaries 
and tubes (see Fig. 1). From the fundus there springs a large 
pedunculated fibromyoma (A) of the usual structure. There is a 
large cystic mass to be felt in the right posterior wall of uterus. 
On cutting into this immediately after removal, a grey-blue semi- 
gelatinous mass (G), in which hard white nodules were interspersed, 
extruded itself through the incision in the uterine covering (U) 
which formed the cyst wall, as it were. The cavity of the uterus was 
laid open, and appeared normal. The ovaries on section showed 
marked sclerotic changes. After immersion in hardening solution 
(Kaiserling’s) the appearance of the growth changed somewhat and 
lost its translucent condition, but the rest of the specimen has well 
retained its natural colour, and is now in the Gynecological Museum 
of the University of Liverpool, having been mounted by Dr. Willett. 


Microscopic. The great bulk of the tumour consists of unstriped 
muscle fibres. In parts it is very vascular (Fig. 2), the vessels 
having thick walls which have undergone hyaline degeneration. 
There is also in some places myxomatous tissue. It is unusual to 
see so many vessels in a myoma, and the degeneration of the walls 
is also unusual. Virchow (Die kranhaften Geschwiilste, Bd. iii., S. 386) 
describes a somewhat similar tumour under the name of “ complex 
telangiectatic myoma.” He does not, however, describe its micro- 
scopical appearance. 

We have thought it well to place an account of this case and 
specimen on record, since much good work is now being done on 
fibromyomata—work which has for its object the unravelling of the 
hopeless confusion in the present classifications of this class of 
tumour, and which is also throwing light on the question of the 
degeneration of fibromyomata. It is our opinion, and the opinion 
of several competent authorities who have seen this specimen, that 
it is a new growth rather than a degeneration, but we have so far 
not been able to trace the record of any similar case. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


The Situation of the Cecum during Pregnancy in Reference to 
the Association of Appendicitis in Pregnancy. 


Firs (H.). Archiv fiir Gynakol. Bd. lxxvi., H. 3, p. 527. 


Tue author lays stress upon Waldeyer’s statement that the cecum 
and appendix are pushed up during pregnancy. Fiith has studied 
seven casts of the abdominal viscera prepared from pregnant women, 
some of whom had died in Zweifel’s clinic. Whilst noting the 
changed position of the cecum as demonstrated in these anatomical 
specimens, the author is careful to observe that from six or seven 
preparations we cannot establish hard and fast rules as to the 
position of the bowel in all cases of pregnancy. 

In specimen 1 the uterus is only two months gravid. Its highest 
point is opposite the ilio-pectineal line, the cecum lies near the 
anterior superior iliac spine in the fossa iliaca. It is a good two 
hands’ breadth from the edge of the liver. 
the direction of the true pelvis. 

In specimen 2 the uterus is five months gravid. The cecum is 


pushed backwards and upwards, but its position has not been much 
altered by pregnancy. 


The appendix lies in 


In specimen 3 the uterus is seven months pregnant. The adnexa 
lie at the level of the anterior superior iliac spine, and at a higher 
level lies the elevated cecum. The latter is much’ nearer the border 
of the liver than normal. 

In specimen 4 the uterus is eight months gravid; it has opened 
up both broad ligaments, and the cecum lies immediately upon 
the fundus on the right side, far above the level of the iliac spine 
and close beneath the liver. 


In specimen 5 the uterus is seen at full term; the cecum is 
four fingers’ breadth from the liver. 

In specimen 6 the uterus contains twins. The cecum is two 
fingers’ breath below the liver. The adnexa lie just below it. The 
vessels of the broad ligament (ovarian) are enormously dilated. 
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In specimen 7 the uterus contains twins at full term. The 
cecum lies two fingers’ breadth above the iliac crest and near the 
vertebre. The appendix hangs downwards. The cecum lies close 
to the right kidney. 

Before discussing these specimens the writer quotes from Poirier, 
Tarenetzki, Schieferdecker, Christopher, Addison, Hertwig and 
Curschmann, on the normal and abnormal variations in position of 
the cecum. From works on topographical anatomy it is clear that 
this part of the bowel is very variable as regards its situation. In 
100 cases mentioned by Treves it was twice found just beneath the 
liver, and 18 times in the small pelvis, and in 65 subjects investigated 
by Tarenetzki about one-third showed the cecum to be higher than 
normal, whilst, on the other hand Schieferdecker, in the examination 
of 200 subjects, found the cecum higher than usual in two instances 
only, and in one of these the lower border had not cleared the 
crista iii, whilst in the other case it was opposite the lower pole of 
the kidney. Fromont, from an examination of 40 cases, found four 
characteristic situations for the cecum—(1) in the region of the iliac 
crest; (2) in the iliac fossa at the level of the anterior spine; (3) at 
the level of the ilio-pectineal line; (4) in the umbilical region. 
Curschmann divides the anomalous positions into four groups. The 
first group comprises those cases where the mesentery does not spring 
from its proper situation, the cecum and ascending colon “ floating 
free” in the umbilical region or lying to the left of the umbilicus. 
Group 2 includes cases where the cecum is dragged up and kinked 
with its fundus turned towards the diaphragm; this is a congenital 
condition, but often associated with it are old adhesions. Group 3 
includes cases of congenital shortness or entire absence of the large 
bowel. 

Reviewing the seven anatomical casts in the light of the above 
facts, Fiith concludes that Case vii. is the only one where a congenital 
explanation for the position of the cecum is applicable, and he says 
that Curschmann agrees with him in this view. In all the rest he 
is satisfied that where the position of the bowel has undergone a 
change the pregnant uterus is accountable for it. The displacement 
of the cecum begins at the fourth month as soon as the uterus rises 
up out of the true pelvis. It then opens up the broad ligaments, and 
at the same time the ovarian vessels increase enormously in size. 
The elevation of the cecum is of clinical significance, as, given an 
inflammation of appendix or bowel the focus is thereby placed in a 
more dangerous situation, 7.e., higher in the abdomen, where 
adhesions are more easily torn, and where chronic inflammatory 
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processes are more liable to be lit up afresh. In the puerperium 
the cecum returns to its proper place, but if the appendix is adherent 
to the uterus or adnexa it is dragged into the true pelvis by the 
involution of the uterus, and if it suppurates a pelvic abscess is 
formed. Statistics culled from operation cases prove that after the 
fourth month of gestation (7.e., the time when the size of the uterus 
begins to influence the position of the cecum) appendicitis is much 
more dangerous. Fiith has accordingly arranged the 42 operation 
cases in Boije’s first series into two groups, the first including those 
where pregnancy was advanced to the third month, and the second 
including those where the pregnancy ran from the fourth to the 
ninth month. The first group embraced 10 cases with three deaths; 
the second 32 cases with 19 deaths. This seems a clear clinical proof 
of the influence of the gravid uterus on the position of the cecum 
and appendix vermiformis. 
CurHBERT LOCKYER. 


Pregnancy Associated with Appendicitis and Typhlitis. 
Firn (H.). Archiv fiir Gyndkol. Bd. Ixxvi., H. 3, p. 507. 


THe author publishes five cases of pregnancy complicated by 


appendicitis and one by typhlitis, which occurred in the hospital 
practice of Zweifel, of Leipzig :— 


In Case 1. the patient was aged 42 years; acute symptoms set in 
twelve weeks after the cessation of the menses. Extra-uterine 
gestation was diagnosed. Exploration through the pouch of Douglas 
revealed purulent peritonitis, of which the patient subsequently died. 
At the autopsy a gangrenous perforated appendix was found, and in 
an abscess cavity lay a stercolith, the size of a hazel nut. The 
uterus was three months gravid. 


Case 11. was that of a multipara, aged 21 years. Sudden intestinal 
obstruction with sickness and abdominal distension intervened in the 
fourth month of gestation. Above Poupart’s ligament on both sides 
there was dulness and tenderness. Four days after the onset of 
abdominal symptoms incisions were made into the dull areas above 
Poupart’s ligaments on both sides; 100 c.c. of thin pus escaped; the 
vermiform appendix was not found; six days later a stinking fetus 
and placenta came away, and then the patient recovered. 


Cask rt. concerned a primipara, aged 20 years. There was 
sudden stoppage of the bowels with abdominal distension and sickness 
between the third and fourth months of pregnancy. A swelling 
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formed internal to the right anterior superior spine of the ilium. 
On incision an abscess was discovered; the pus was very offensive; 
the appendix was not found. The patient remained in hospital 
twenty-three days. The pregnancy was undisturbed, but a small 
child (900 grammes) was born alive two months later during a second 
attack of appendicitis. Three months after this there was still a 
mass to be felt behind the uterus. Six months after the first 
operation the patient was quite well. 


CasE Iv. This woman was in the hospital for perityphlitis in 
1903, the symptoms being severe vomiting, abdominal pain and 
obstruction, together with high temperature. There was dulness, 
resistance, and tenderness in the appendix region. In 1904, when 
eight months pregnant, the patient was again admitted with 
tenderness and pain over the appendix. The pain became severe, 
and labour set in; the puerperium was normal, and the patient was 
discharged convalescent. 


Case v. The patient was seven months pregnant. She had had 
five labours and two abortions. When four months pregnant she 
was laid up for a fortnight with labour-like pains in the right 
iliac fossa, and a slight rise of temperature. Two months later she 
was seized with sudden pain in the right iliac fossa with high 
temperature and a pulse of 140. This attack subsided in seven days, 
and when the patient left hospital there was nothing abnormal to be 
found. 


Case vi. The patient was aged 19 years. When eight months 
gravid, acute symptoms setin. The temperature was 39°6C., pulse 124, 
the breathing was laboured and sickness was distressing. There was 
absolute dulness and great tenderness on the left side of the abdomen. 
There was dulness at the bases of both lungs. The abdomen became 
suddenly distended and tympanitic, and the patient died. At the 
autopsy the viscera were found transposed with the cecum on the 
left and the sigmoid flexure on the right; all other viscera, including 
the liver and spleen, were similarly transposed. The appendix was 
intact, but the caecum was necrotic, and there was diffuse suppurative 
peritonitis. 


The author draws attention to the significance of right-sided pain 
in pregnancy. It is frequently regarded as one of the gestation 
molimina, and is frequently ascribed to tubal disease, a condition 
which is generally bilateral. Appendicular disease is not so rare in 
pregnancy as might be supposed, for since Boije, in 1903, put on 
record 82 cases, Fiith has collected 22, and now gives a short 
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account of 10 cases recorded by other observers. Fiith, 
however, remarks that, bearing in mind the large number 
of cases of appendicitis, we must agree that as a com- 
plication of pregnancy the disease is comparatively infre- 
quent, and that therefore it cannot be said that pregnancy pre- 
disposes to appendix inflammation. Yet it should be borne in 
mind that pregnancy predisposes to constipation, and the latter 
condition favours the formation of stercoliths. Fiith quotes the 
view that the pelvic hyperemia which accompanies pregnancy 
favours absorption of inflammatory products, and therefore has a 
therapeutical effect tending to ward off appendicitis, or at any rate 
to prevent a chronic attack becoming acute. He says: “In the 
cellular hyperplasia is to be seen a reason for the rarity of severe 
appendicitis in pregnancy ” and Case iv. proves the possibility of 
repeated attacks late in gestation not leading to great disturbance. 
In Case iii. the writer considers that the cause of abortion was a 
hindrance to the expansion of the uterus produced by the inflamma- 
tory mass. Fiith regards appendicitis as a most severe complication 
of pregnancy. He estimates recurrences during pregnancy at 21 per 
cent. Wherever possible he removes the appendix in the quiescent 


stage of the disease. Curupert Lockyer. 


Antefixatio Uteri: Protracted Gestation. 
AHLFELD. Deutsch. med. Wochenschr., 1906. No. vii., p. 250. 


Tuoven Ahlfeld has rarely performed ventral or vaginal fixation 
during the child-bearing period of life, he has been led, from 
theoretical considerations and from an experience in two cases of his 
own where pregnancy followed the operation, to think that gestation 
may be unduly prolonged in such cases. Although a good many 
eases of labour following this operation have been recorded, but few 
of the writers have given the data which he wishes, viz., the date of 
the last menstruation and of the confinement, so that very few cases 
are available to test this point. The following short table gives the 
result of his investigations : 


Duration of 
Author. Para. Last Menstruation. Labour. Pregnancy. 
Kissler 2 February, 1903 December 10,1903 About 43 weeks 
Lynch 4 11 months ante-partum April 9, 1902 44. 
Fuchs 8 June 4, 1898 arch 29, 1899 43° 
Kallmorgen 2 August, 18, 1897 June 16, 1898 43 
Rick .. 8 March 17, 1897 January 16, 1898 » 43-44 ,, 
5 June 24, 1896 April 5, 1897 41, 
6 March 28, 1898 March 28, 1899 a2 
Stahler 2 3 weeks overdue 43 
Ahlfeld 3 Middle of May March 19, 1903 
Hs 3 March 26, 1905 January 10, 1906 » 41-42 ,, 
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There are also a number of observations in which very large 
children were noted, which is in favour of a prolonged gestation 
period. 

Lynch appears to have been the first to draw attention to this 
lengthening of pregnancy in connection with ante-fixation of the 
uterus. The most likely explanation seems to be that owing to 
the displacement of the cervical canal in relation to the pelvic 
axis the usual expansion of the cervical canal towards the end of 
pregnancy does not occur. The early pains are therefore not able 
to press the presenting part into the os to bring about dilatation. 
From various reports it appears that pains came on and passed off 
again often some weeks before the birth actually occurred. This 
suggests that the commencing dilatation of the cervical canal plays 
an important part in acting as the stimulus to the true labour pains. 
In concluding, the writer asks those who record cases of labour after 
ante-fixation of the uterus to mention the duration of pregnancy, 
and, when possible, the weight and length of the child. 


J. S. Farrsarrn. 


The Toxzmia of Pregnancy. 
Srravuss (J.). Amer, Jour. of Obstet., February, 1906. 


Ecrampsta, acute yellow atrophy of the liver, and pernicious vomiting 
of pregnancy are now generally recognised as constituting a closely- 
related group of lethal conditions. The etiology of these diseases is 
still obscure, but recent research has demonstrated that they are 
probably the results of auto-intoxications of one general type. 

As a contribution to our knowledge on this subject the author 
records three fatal cases, with full notes of the appearances found at 
the autopsy :— 

Case1. <A primipara, at the end of the fourth month of gestation, 
commenced to suffer from continuous vomiting of all food, and from 
constant headache. On admission to hospital, two weeks later, she 
presented the appearance of profound toxemia; the tongue was dry 
and coated, delirium alternated with drowsiness; there was no edema 
or jaundice. The patient lived forty-eight hours. Before death 
there were muscular twitchings and general convulsions, ptosis of 
the left eyelid, papillitis and hemorrhages near the left disc. On the 
day of her death moderate jaundice developed; the temperature rose 
to 103°, but fell later to 97°8°; the pulse-rate was 152 beats per 
minute; 9 oz. of urine only were excreted, and this contained a little 
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albumin, but no leucin or tyrosin. The area of liver dulness was 
not diminished. On the presence of vomiting, cerebral symptoms 


and jaundice a clinical diagnosis of acute yellow atrophy of the liver 
was made. 


Post-mortem examination revealed extensive changes in the liver; 
the organ weighed 51 oz., its consistence was somewhat soft. On 
section it was very fatty and showed many elevated yellow areas 
surrounded by a red rim, and varying in size from 1 to 5 mm. in 
diameter. On microscopic examination the cells at the outer portions 
of the lobules contained no fat, but those of the remainder of the 
lobule contained many small globules of some fat-like substance, 
whilst in the middle third of the lobules areas of marked necrosis 
were seen. 


Case 1. This patient had had two previous pregnancies, in both 
of which symptoms of toxemia were present. In the seventh month 
of her third pregnancy she commenced to suffer from persistent 
vomiting and sleeplessness; a month later her condition had become 
very grave, the pulse-rate was 120, vomiting was very frequent and 
the vomitus sometimes contained a little blood; the urine was scanty, 
and contained albumin. The patient was markedly jaundiced. 
Labour was induced, but with no relief of the symptoms, and four 
days later the patient died. 


Postmortem, the liver was found diminished in size and very soft 
in consistence. The cut surface was smooth, pale yellow, and dotted 
with small red spots. Microscopic examination showed fatty change, 
with necrosis of liver cells, most marked in the central portions of 
the lobules. 


Case m1. The patient was pregnant for the second time; the first 
pregnancy was interrupted at the third month on account of 
melancholia. The history in this case is not so definitely known as 
in the two previous cases. It is not probable that any pronounced 
symptoms of toxemia were present until within a few days of 
death. The urine was found normal according to the usual 
methods of examination. During this latter period the patient 
was considerably prostrated, but did not vomit, being most of 
the time under the influence of opiates. On May 12th spontaneous 
delivery of a dead eight-months’ foetus occurred. Afterwards the 
pulse, previously rapid and feeble, gradually failed; the temperature 
remained normal; coma and stupor developed, but there were no 
convulsions. The urine contained a trace of albumin, no casts, anda 


few red blood cells. Death took place on May 14th. 
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Postmortem, the liver was of normal size; consistence distinctly 
reduced. Section showed pronounced nutmeg appearance. 

Microscopic examination. The cells in the outer third of the 
lobule are enormously swollen, and so completely infiltrated with 
small fat drops that no eosin-stained cytoplasm remains. Many of 
them show nothing but a faint network of granular matter. The 
nuclei are often shrunk and deformed or have disappeared altogether, 
so that the cells are to be regarded as having undergone a form of 
fatty degeneration and necrosis. 

(Note.—The last case was complicated by the presence of a large 
ovarian cyst, the pedicle of which had undergone torsion.) 


HERBERT WILLIAMSON. 


Veratrum Viride compared with Lumbar Puncture in the 
Treatment of Eclampsia. 


Mirto (F.). Annali di Ostet. e Ginecol., December, 1905. 


Tue author begins by referring to Helme (Brit. Med. Journ., May, 
1904), and to Krénig (Zentral. fir Gynikol., No. xxxix., 1904). 
Helme’s case was treated by lumbar puncture on the hypothesis that 


the convulsions and other symptoms were due to increase of the 
intra-cranial pressure. His patient got better, but was treated with 
quite a number of drugs also. Starting from a similar opinion, 
Krénig treated three cases by lumbar puncture, making use of 
Quincke’s apparatus, which enabled him to measure the pressure. 
He records three cases. In the second of these 47 cc. of cerebro- 
spinal fluid in all were withdrawn at several sittings, during which 
the pressure fell from 270 mm. to 100, but rose again to 450 and 
580 between the stages. After the last withdrawal the patient had 
eleven attacks in twenty-five hours, but recovered. The third case 
was delivered by Cesarean section, and had no more convulsions, but 
became comatose; lumbar puncture was then performed, and the 
patient recovered. Krénig has shown that the pressure does some- 
times rise, and that the total quantity of fluid is sometimes increased. 

Henkel had made use of this method as far back as 1901, but he 
considered his results so discouraging that he did not publish his 
cases till 1904 (in the Zentral. fiir Gynikol., No. xlv.). Out of 
16 cases there were 7 in which the spinal canal was empty or 
contained only a few drops of fluid; 5 contained only 2-3 c.c.; in 
only 4 was the quantity increased (up to 30 cc.). Of the total, 
25 per cent. died, and of these only one was among these with large 
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quantity of fluid. Dr. Mirto accordingly concludes that there is no 
evidence to support the opinion that increase of the intra-spinal 


fluid is the cause of eclamptic convulsions. Relief of tension does 
not stop the fits. 


Mirto then goes on to describe the results obtained by treatment 
with veratrum viride. He gives no fewer than 61 cases treated in the 
hospital under Mangiagalli—the first 25 at Pavia, and the rest at 
Milan. The working hypothesis was that high tension of the arterial 
pulse was associated with the eclamptic fits, and the treatment was 
the exhibition of veratrum by the mouth or subcutaneously. Out 
of the 61 cases there were 5 deaths, or a total mortality of 8°04 per 
cent. The author draws attention to the well-attested fact (Cova, 
La Gynécol., No. xx., 1905) that the mortality is higher in multiparz 
than in primipare. He noted 3 deaths in 20 multipare, or 15 per 
cent., while there were 2 deaths among 41 primipare, or 4°9 per cent. 
But these deaths include those admitted moribund, as also one woman 
who died of broncho-pneumonia on the 13th day, and one who died 
apparently of sepsis on the 14th day. He claims that the veratrum 
diminishes the number and intensity of the fits; further, it is a useful 
prophylactic, along with milk diet, in the albuminuria of pregnancy, 
especially where it is associated with a high tension pulse. In such 
cases the subcutaneous injection of veratrum reduces the tension of 
the pulse. The dosage varies with the quality of the drug employed; 
with Parke Davis & Co.’s extract the dose for each injection was usually 
3-1 c.c. (say 5-7 minims), and this was given without other incon- 
venience than occasional vomiting. According to Hagapoff (Bulletin 
de la Soc. Belge de Gynécol. et d’Obsét., No. v., 1905), the best 
results hitherto recorded have been those of Tarnier, with a mortality 
of 9°09 in 22 cases. Dr. Mirto, therefore, claims that Mangiagalli’s 
results are the best yet reported. 


The author also discusses the etiology of the disease at some 
length, and comes to the conclusion that whatever the nature of 
the disease may be, the exciting cause of the fit is a spasm of the 
arterial system, probably starting in the renal artery. He carried 
out a series of experiments with the object of trying to induce fits 
in animals by sudden raising of the blood pressure. His method was 
to inject adrenalin into rabbits and bitches; the animals were 
(a) healthy; (6) pregnant; (c) pregnant, with one or both ureters 
ligatured. The results were, however, inconclusive, and this is 
attributed to the fact that the increase in pressure due to adrenalin 
is the result of increased action of the heart as well as of spasm of 
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the arterioles, so that the circulation is carried on more completely 
than when the increased tension is due to spasm alone. 
The whole article is important, and well worthy of study. 


E. H. L. 


Czsarean Section for Severe Puerperal Eclampsia on a Child 
Twelve Years and Eight Months Old with Contracted Pelvis. 


Boupr. Post-graduate, December, 1905. 


THE case recorded is that of a girl, et. 12 years and 8 months, who 
was first seen when about five months pregnant. She was then 
found to have a generally contracted pelvis, the measurement by 
the finger of the distance between the sacral promontory and the 
lower border of the symphysis being 2} ins., and the transverse 
diameter being estimated at about the same. It was decided to 
perform an elective Cesarean section at term, so the girl was admitted 
to the hospital shortly before the expected time. Except for a very 
slight trace of albumin in the urine found on her admission there 
was no symptom to suggest danger, and yet on the day following the 
patient was suddenly seized with a very severe attack of convulsions, 
which in the course of an hour was followed by five others. She 
was unconscious with a small and rapid pulse and deeply cyanosed. 
Within an hour and a half of the first convulsion she was delivered 
of her child by Cesarean section. The patient began to improve 
very perceptibly from the moment the uterus was emptied, especially 
in regard to the subsidence of the pulmonary cedema which had been 
very alarming, frothy mucus coming from the mouth and nose in a 
continuous stream. An intravenous infusion of 1,500 c.c. of saline 
solution was given, and the hot pack used. A few hours later 
convulsions recurred at short intervals, and with them a return of 
the pulmonary edema, and in spite of all therapeutic measures the 
young mother died a little over twelve hours after the operation. 
The child lived. A second specimen of urine taken after the first 
convulsion was solid with albumin and crowded with casts. 
At the autopsy a large quantity of fluid was found in the pericardium, 
the myocardium was degenerated, and the lungs were edematous. 
The usual changes were found in the liver and kidneys, and both 
ureters were dilated to three times their normal calibre, especially 
above the brim of the pelvis. 

The author discusses the indications for Cesarean section in 
eclampsia, and quotes many instances from the literature. In his 
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own case, however, other factors made this operation one of necessity, 
so that it is scarcely a fair one on which to base a discussion of this 
question. The medico-legal features of the case are referred to at 
the end of the paper, and in considering them the author is discussing 


points which arise much more definitely out of the case he has 
recorded. 


J. S. Farrparrn, 


A Contribution to the Therapeutics of Retroversion of the 
Gravid Uterus. 


Rizzattr (C.). Annali di Ostet. e Ginecol., November, 1905. 


Tue author describes the methods of treatment employed in the 
clinique of Prof. Fabbri at Modena, giving details of six cases, and 
discussing the literature at length. Whenever a woman is found to 
have a retroverted (or retroflexed) uterus in the early months of 
pregnancy attempts are made forthwith to replace the uterus, whether 
there be symptoms or not. The author has never seen abortion 
follow, even though it had previously threatened ; nor in the literature 
of the subject has he found mention of this accident except in rare 
cases where the abortion had already begun. According to Bossi, 
abortion is a much more frequent termination of gravid retroversion 
than is spontaneous reposition, though the contrary is commonly 
held. Still more urgently must the uterus be replaced when 
symptoms of incarceration have already appeared. The dangers to 
mother and child are too pressing to allow of temporizing, though 
many authorities still advocate expectant treatment. The author, 
however, admits that fatal cases are mostly found in the older 
records. He has found several cases which do not bear out the 
opinion of Chrobak that retroflexion is more likely to be spontaneously 
reduced than retroversion, as he has details of several cases where 
the women with that lesion died. He finds also cases of retroflexion 
in which abortion took place without symptoms of incarceration. 
He concludes, therefore, that the angle of flexion of cervix and 
fundus is no guide to expectant treatment. 

The obstacles to the reposition of a non-adherent uterus are three, 
viz., gravity, friction, and more particularly negative pressure below. 
In attention to this factor lies the essential part of Prof. Fabbri’s 
method. The author maintains that the success attending the use 
of air or water bags is due to the remedying of this obstacle. He 
further holds that in non-gravid retroversions this negative pressure 
is often a hindrance to reposition, but, though he mentions Sims’s 
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speculum, he seems to be unaware of the fact that Sims’ speculum 
was the outcome of an accidental observation that an acute retro- 
version was spontaneously reduced when Dr. Sims had drawn back 
the perineum with the handle of a tablespoon. The author also 
maintains that any good results following Cazeaux’ method of passing 
a catheter past the uterus to evacuate gas from the intestine above 
the uterus, are due to the catheter permitting air to enter the rectum. 
In short, this is Fabbri’s method: with the patient in the “ genu- 
pectoral” position a catheter is passed into the rectum; injection 
of air is rarely necessary, and with one or two fingers in the rectum 
pressure is made on the fundus while traction with a forceps is made 
on the cervix. But in many cases the simple entry of air into the 
rectum with the patient in the genu-pectoral position is all that is 
required. 
E. H. L. Ourpnant. 


“Dwarfs,” Considered from an Obstetrical Point of View. 


Herrcort (ALPHONSE). Annales de Gynécol. et d’Obstét., January, 
1906. 


Tue term dwarf is generally applied to people whose stature is small, 
but this embraces varied conditions the study of which is interesting, 
and especially so in relation to obstetrics. Caruette has already 
studied the toxic infections capable of producing dwarfing; Porak 
and Durante have also published a valuable paper on the congenital 
osseous dystrophies connected with this condition. 

Herrgott confines himself mostly to the clinical side of the 
question, and points out that the word dwarf comprises many things. 
He groups dwarfs into two varieties—physiological and pathological. 

Physiological dwarfs are met with in the hinterlands of Africa, 
and have been described by Schweinfiirth and Verneau. These little 
people do not seem to suffer obstetrically, their pelves and their 
foetuses being, for them, normal. 

Pathological dwarfs, on the other hand, are very different, and 
the author describes varieties of these and gives details of great 
interest as regards their obstetric histories. 

It appears that foremost among the causes leading to “ dwarfism ” 
are lesions of the thyroid gland. In myxedema there is a general 
arrest of development, though along with it fecundation is extremely 
rare. Herrgott gives details of a myxedematous dwarf, aged 18, 
whom he attended. The confinement was difficult but spontaneous. 
The pelvis was generally contracted and of an infantile type. The 
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mother’s height was only 1m. 21cm.; the child weighed at birth 
2,500 grammes. Radiography showed absence of fusion of the 
-ilium, ischium and os pubis in the cotyloid cavity. The measure- 
ments of the pelvis were: inter-cristal, 22 cm.; inter-spinous, 20 cm. ; 
exter. conjugate, 16 cm. 

A more frequent variety of pathological dwarfing is due to 
rickets. In these cases the pelvic contraction is often very marked. 
In rickets, various causes lead to skeletal deformity, such as arrest 
of development, unequal growth combined with softening of bone, 
results due to body weight, and, lastly, muscular contraction. In 
some rickety dwarfs the pelvis is generally contracted, but maintains 
its “perfection of form” (Naegelé). Here arrest of development 
is the only cause. In other cases the pelvis is flattened as well as 
contracted, the factors of the condition being the results of body 
weight on softened bones. Obstetrically speaking, such pelves are 
very dangerous. Remiremont reports a case in which the “diamétre 
utile” only measured 2°5cm. The patient was delivered by Cesarean 
section. 

Another interesting cause of dwarfing is achondroplasia, as 
described by Parrot in 1886. A rarer condition still is the curious 
congenital osseous dystrophy, described by Porak and Durante as 
“dysplasie périostéale.” In this disease there is a defect in the 
periosteal ossification with integrity of chondral deposits. The 
lesions of the diaphysis observed result rather from an excessive 
absorption of new-formed bone than from the absence of periosteal 
formation. The bones are fragile and fractures common, though 
they soon re-unite. In true achondroplasia the growth of osseous 
tissue on the shaft side of the epiphyses of the long bones, both 
of the arms and legs, is defective, though the epiphyses are normal. 
The limbs are short and stunted, and the figure correspondingly 
dwarfed. The hands are curiously like a “trident,” though the 
upper part of the skull and face may be fairly developed. 

The author describes a very interesting case of achondroplasia 
under his care on whom he twice performed Cesarean section. She 
was only 1m. 10cm. high. Her father was living, et. 53, also 
an achondroplastic dwarf, height 1m. 6cm. His father was a 
dwarf, and one of his maternal aunts also; she died during her 
second confinement. One of the patient’s uncles was a dwarf, but 
lived to a great age. He had several children—boys and girls—all 
dwarfs. All the girls after marriage died in child-bed. One of her 
aunts was a dwarf, and died at her confinement at the age of 22. 

The father of the patient himself married at the age of 19, his wife 
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being an ordinary-sized person (grande et forte!). She had by him 
12 children and 3 miscarriages; 4 children died young; of the 
8 living 5 are normally developed and 3 are dwarfs (one of these being 
the case described). The patient’s pelvis measured as follows :— 
Inter-cristal, 21°5cm.; inter-spinous, 19cm.; diam. Baudelocque, 
145cm.; and the diam. utile, 69mm. Her first child weighed 
3000 grammes, and the second 3050 grammes, and both lived. 

Herrgott remarks on the peculiar fecundity of achondroplastic 
dwarfs as opposed to those affected with rickets. He reported to the 
Obstetrical Society of France, in 1902, another case of achondroplasia, 
where there had been four pregnancies and two Cesarean sections. 
The patient again became pregnant and a third Cesarean operation 
was decided on, but she aborted at the fifth month. 

In achondroplasia and rickets (with arrest of development and 
bone softening), Cesarean section is probably the only operation 
worthy of consideration in delivery. The induction of premature 
labour is useless, and symphyseotomy at term does not give sufficient 
space. In ordinary rickets (without arrest of development and bone 
softening) induction of premature labour, symphyseotomy or forceps 
may succeed, as the pelvic deformity is less marked. Inmyxcedematous 
dwarfs (in which fecundation is the exception) the pelvis is not often 


markedly deformed, and their confinements may terminate naturally, 
though with some difficulty. Finally, in the dwarfs which Herrgott 


aptly terms “ physiological dwarfs,” no difficulty at all is usually 
met with. 


C. Hupert Roserts. 


Excess of Fat in Mothers’ Milk. 
Prancuon (P.). L’Obstétrique, November, 1905. 


THE author draws attention to the necessity of supervising the breast 
feeding of infants, for overfeeding is more likely to occur in suckled 
than hand fed children. Vomiting, diarrhea and eczema are found 
quite commonly in suckled infants. The author ascribes this to 
overfeeding, either from excessive quantities of milk or from excess 
of fat, while the total quantity of milk may be small. Wet nurses, 
so much employed in France, are usually overfed, absolutely as 
regards the quantities of meat, wine and malt liquors, and also 
relatively to the lack of exercise they have and to the diet to which 
they were previously accustomed. In ladies also the fat content of 
the milk may become excessive from overfeeding and lack of active 
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exercise. Analysis of the breast milk should be made in all cases of 
digestive trouble in the suckling, care being taken that the breast be 
completely exhausted of all its milk, so that it may be known how 
much fat the child is getting, and not merely the percentage amount. 
Further, it must be kept in mind that the milk drawn towards the 


end of suckling contains more fat than that drawn off at the 
beginning. 


E. H. L. 


Researches on the Cellular Elements of Colostrum and Milk. 


and Levapatrt. Annales de Gynécol. et d’Obstét., 
December, 1905. 


Owr1nc to the various views held as to the origin and significance of 
the cellular elements of colostrum and milk the authors’ work on 
this subject is of interest. After dissolving out the milk globules 
by ether and alcohol stained thionine cover-glass preparations showed 
the following conditions:—(a) The colostrum corpuscles described 
by Donné; (5) leucocytes, either lymphocytes or polymorphonuclears ; 
(c) crescent-shaped bodies, as described by Heidenhain, Dogiel, Cohn, 
etc., these being probably cellular débris. As to the occurrence of 
cellular elements most authorities are in accord that they are found 
(2) in the milk (colostrum) secreted during the first few days after 
confinement; (6) in the milk (also called colostrum) found during 
pregnancy; (c) in all cases when the lacteal secretion is imperfect. 
Probably the leucocytes are chiefly polymorphonuclear neutrophiles 
(Mlle. Lourié); these are rare in the colostrum of pregnancy, 
numerous after confinement before suckling is commenced, but they 
tend to disappear after the second and third day. In cases of breast 
lymphangitis or galactophoritis they are seen in large numbers, and 
are also to be found when lactation is suppressed. Weill and 
Thévenet, who have worked in the same direction, think they can 
almost form a “ cyto-diagnosis”’ on the occurrence or not of cellular 
elements (after centrifugalization), polymorphonuclear leucocytes 
showing a good nurse, mononuclears, on the other hand, denoting a 
poor or even bad one; anythow, the authors find that corpuscles are 
invariably found in large numbers when the lacteal function is 
imperfect, insufficient or suppressed, or when there is inflammation or 
irritation of the breast tissues. As to the origin of the mono- and 
polymorpho-nuclear neutrophiles the authors take them to be either 
epithelial (7.e., desquamative) or mesodermal (i.e., inflammatory). 
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Sections of mammary glands of the adult and of the new-born infant 
confirm this opinion. Injections of milk into the peritoneal cavity 
of guinea-pigs showed mono-nuclear leucocytes containing fat 
globules, exactly resembling the corpuscles of colostrum, these 
leucocytes being of lymphatic origin. Further, the serum of rabbits 
experimented on by the authors by subcutaneous injections of milk 
caused agglutination of the cellular elements of the colostrum, but 
not the leucocytes of the blood, the serum of such milk-infected 
animals thus being practically epithelio-toxic. 
C. Hupert Roperts. 


GYNAECOLOGY. 


A Third Ovary. 


Manton (W. P.). Surgery, Gynecology and Obstetrics, January, 
1906. 


In June, 1902, Dr. Manton removed the left appendages completely 
and resected the right ovary, which was cystic, in a patient who had 
menstruated irregularly, suffered from severe backache, and had 
attacks of petit mal for two weeks before the periods. The patient 
was benefited by the operation, but four months later she returned 
complaining of the backache being worse than ever. The resected 
ovary had undergone cystic degeneration, and was about the size 
of a hen’s egg. Behind the uterus, in the tissue of the cervico- 
vaginal junction, below the peritoneum, a small mass equal in size toa 
large filbert, could be felt. Pressure upon this mass caused severe 
pain. By vaginal section this node and the cystic ovary were 
removed. The node consisted of friable tissue rather more than an 
inch long and three-quarters of an inch thick. Microscopic 
examination of it revealed ovarian stroma and a few degenerated 
Graafian follicles. The patient was relieved largely, but not entirely, 
and for a time her convulsions were held in abeyance. 

Dr. Manton maintains that this undoubtedly was an accessory 
ovary. At the first operation the left ovary had been completely 
removed, as was evident from a careful examination of the specimen. 
The fact that it was below the peritoneum so low down also showed 
that it was not a portion of the left ovary, but quite distinct from 
it. He refers to the paper of Seitz, who, in 1900, was able to collect 
five and possibly six instances of the condition associated with extra 
Fallopian tubes. Seitz classified them as supernumerary ovaries—or 
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those independent of, but of equal importance to, the normal pair— 
and accessory ovaries, which have been separated off from the paired 
ovaries by secondary influences during fetal or post-foetal existence. 

This case was an instance of the second variety in a retro- 
peritoneal situation. The ovarian tissue was degenerated, as in all 


the other reported cases. 
Rosert JARDINE. 


Hydatid Disease of the Ovary. 


Gres (W. Traves). Annals of Gynecology and Pediatry, January, 
1906. Vol. xix., No. 1. 


AFTER a few remarks on hydatid disease of the ovary and hydatid 
disease in general, Dr. Gibb reports a case of hydatid disease of the 
ovary in a woman, et. 57, a widow, born in Ireland. She had had 
one child and one miscarriage. She was a domestic servant, and had 
been in the United States many years. She was very alcoholic; 
until six months before coming under observation she had never 
lived where dogs were kept, but spent considerable time, especially 
when on an alcoholic bout, with a friend who kept dogs. About 
eight months previously the abdomen began to enlarge, and she was 
admitted to the City Hospital, where she remained six months, the 
size of her abdomen varying, at times being almost normal, at others 
greatly enlarged. She was tapped twice, and fluid containing cysts 
was withdrawn, but she refused operation for some time. At last 
the abdomen was opened, and the peritoneal cavity was found to be 
full of hydatid cysts. The liver, spleen, kidneys and bladder were 
quite unaffected with the disease. The stomach and omentum were 
involved, but not the intestines. The major portion of the cysts 
originated in a tumour in the right ovary. The amount of hydatid 
material removed weighed over thirty pounds. Small cysts had to be 
left in the stomach. 

Hydatid of the ovary is a very rare pathological condition, and 
this is only the second case that has been reported in the United 


States. Comyns BERKELEY. 


Tubal Abortion. 


Cor (H. C.). Annals of Gynecology and Pediatry, January, 1906. 
Vol, xix., No. 1. 

Dr. Cok reports three cases of tubal abortion which he operated upon 

between 10 a.m. and 3 p.m. one day last spring. There was nothing 
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out of the common with regard to these cases. The ordinary signs 
and symptoms of tubal abortion are discussed. The author expresses 
his disbelief in “tubal menstruation,” and advocates very strongly 
the value of vaginal incision as a diagnostic measure. He thinks it 
should always be performed after curettement has shown that 
incomplete abortion can be excluded. If he finds a small blood-clot 
he turns it out, irrigates, and drains; but if fluid blood is present 
he performs abdominal celiotomy, having abandoned vaginal 
celiotomy because of the risk of fatal bleeding, the impossibility of 
thoroughly cleansing the pelvis, or of properly treating appendicular 
complications. Unless the patient is in a serious condition, the author 
spends an extra five minutes in removing the appendix. 

The author also thinks there may be a certain risk of inducing 
pulmonary edema by the rapid introduction of saline solution into 
the veins, having seen a case where this came on half an hour after 
infusion, the patient dying in a few minutes without the usual 
prodromal signs of heart failure. Crile has shown experimentally 
that dogs die from this cause after the introduction of excessive 


quantities of saline solution into the veins. 
Comyns BERKELEY. 


Torsion of the Adnexa in Inguinal Hernia in Young Children. 
Damianos. Deuts. Zeits. fiir Chirur., 1905, Bd. Ixxx. 


Tue author records a case of this in a child, six months old, of three 
weeks’ duration. This condition would appear to occur most 
commonly in the first and second years of life, the ovary during this 
period lying most commonly in the false pelvis. Fourteen cases are 
recorded in literature. There is generally a swelling the size of a 
plum, elastic, passing into or occupying the inguinal canal. The 
diagnosis from strangulated hernia, inflamed hydrocele, lympha- 
denitis of inguinal glands is often difficult. The treatment consists 
in removal of the adnexa, the untwisting of the torsion being 
difficult. The twist is generally from without inwards, the ovary 
passing from behind the tube over it anteriorly to its inner side. 
The theories as to its causation are, firstly, that intra-abdominal 
pressure forcing the ovary in its long axis through a narrow canal 
brings about the torsion, or, secondly, that internal mechanical 


causes, probably in the circulation of the pedicle, are responsible for 
the twist. 
Scorr 
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Intermittent Hydrosalpinx. 


Frxprey (Pater), Amer. Jour. of Obstet., February, 1906, p. 234. 


Frinpiey records the case of a woman, 25 years of age, who came 
under observation in July, 1905. Two years previously she acquired 
a gonococcus infection, and since that time had suffered from 
irregular and profuse menstruation, dysmenorrhea, and pain on the 
right side of the lower abdomen. On examination the uterus was 
found to be displaced to the left, and the right half of the pelvis 
was occupied by a round, tender, cystic, immovable swelling the size 
of a foetal head. The diagnosis of ovarian cyst or hydrosalpinx was 
made, and operation was advised. Two weeks later a large quantity 
of watery fluid escaped from the vagina, and on the patient’s 
admission into hospital the same day the tumour could no longer 
be felt. The following morning the abdomen was opened, and the 
Fallopian tube of the right side found “to be thin-walled, with 
about two drachms of serous fluid contents, and its walls greatly 
relaxed. There was no rent in the wall of the tube. This tube and the 
corresponding ovary were adherent to the broad ligament and pelvic 
floor. Ou the opposite side the tube and ovary were matted to the 
bowel, but were not enlarged. There could be no question as to the . 
diagnosis of a hydrops tube profluens, and probably of gonorrheeal 
origin.” 

The author comments upon the rarity of the condition, and 
quotes Martin, who found eight cases of hydrops tube profluens in 
seventeen hundred cases of salpingitis. A brief abstract is given of 
several published cases, and the views of Bland-Sutton and of Doran 


are quoted at some length. 
HERBERT WILLIAMSON. 


Peritonitis following Purulent Affections of the Uterine 
Adnexa, “Pyosalpinx Peritonitis.” 


NoetzeL. Beitrige zur klin. Chirur., Bd. xlvii. 


THIRTY-EIGHT cases are recorded, which are divided into two groups— 
firstly, those in which a localised pelvie peritonitis is present and 
subsequently affects the general peritoneal cavity; secondly, those in 
which general peritonitis occurs immediately as the result of a 
ruptured tube or ovarian abscess. Most of these cases are originally 
gonorrheeal in origin. They are often difficult to distinguish from 
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peritonitis of appendicular origin, but a vaginal examination is in 
these cases of much value. The mortality in tube cases is less than 
in appendix cases, although the prognosis in tubal cases is not better, 
because the power of resistance has often been lowered by chronic 
suppuration. In these chronic suppurations with encapsuled 
peritonitis, the appendix is often secondarily affected. Resection of 
the tube with a wedge-shaped portion removed from the uterine horn, 
leaving one or a portion of one ovary, is to be recommended. 
Appendectomy is recommended in all cases of suppurating tubes in 
which ‘there is localized abscess formation at all involving the 
appendix. In peritonitis cases of puerperal origin, the indications 
are often obscure, as a mere peritoneal irritation as the result of 
endometritis or metritis is often present without any actual peritonitis. 
In five operated cases there were three deaths, in two of which 
total extirpation was performed. One case of hysterectomy recovered. 


E. Scorr CarMIcHAEL. 


Uterine Myofibromata and Visceral Degeneration. 


Borpt (A.J.). New York Med. Journ. and Philadelphia Med. Journ., 
October, 1905. 


Tue circulatory symptoms observed in patients having uterine 
fibroids suggest that there is some relation between the neoplasms 
and the vascular system showing that these growths produce a 
detrimental effect on the circulatory system, but text-books, even 
the latest, fail to give myomata a place as etiological factors of 
cardiac degeneration. 

The author reports 79 cases of fibroids among his private patients, 
in 47 per cent. of which some circulatory disturbance was noted. 
He divides them into the following classes : — 

Cuass 1. Five patients had dyspnea on exertion, also a small, 
rapid pulse with arrhythmia. There was moderate hypertrophy of 
the right ventricle. The urine showed albumin and casts on one 
occasion. 

Crass 1. One patient with orthopnea and irregular and inter- 
mittent pulse; increase of dulness over the entire cardiac area; 
hepatic dulness slightly increased ; albumin and casts in the urine. 

Cuass 11. One patient had an arrhythmic, hard pulse, with 
occasional attacks of angina pectoris. In the urine there was a trace 
of albumin, and there were some granular and hyaline casts. 

Cuassiv. Nine patients had a rapid pulse, from 100 to 128 beats 
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a minute, which on sudden exertion increased from 10 to 20 beats; 
the pulse was small and easily compressible. All the patients were 
easily fatigued on exertion. The urine was normal. 


Ciass v.—Twenty-one patients complained of no symptoms 
referable to the heart, but the pulse was small, of low tension, 
occasionally irregular, from 86 to 110 beats a minute. Pain on 
pressure over the second sterno-intercostal space was noted five times, 
associated with pain on pressure over the apex four times. Pain on 
pressure with the point of a finger over the apex alone was observed 
nine times. There was a trace of albumin in the urine three times, 
associated with occasional granular and hyaline casts twice. There 
was no appreciable change in the heart area in any of these cases. 


Thirty-four of these cases were operated on by the author, cardiac 
changes having been diagnosed in all of them. Five died, or over 
14 per cent., which is at the present day a very high percentage 
mortality. Of Class i. the patient with chronic nephritis died on the 
14th day from heart failure. Of Class iv. the patient died 36 hours 
after operation of heart failure. In Class v. there were two deaths— 


one from heart failure in 48 hours, the other on the fifth day from 
the same cause. 


The author, in support of his paper, gives extracts from 34 other 
papers, with full references, all dealing with the subject of fibroids 
and cardiac disease. There is no particular form of cardiac 
degeneration distinctly attributable to myomata, but there are 
various pathological conditions of heart, blood-vessels and kidneys 
frequently associated with fibroids, frequent and profuse bleeding 
causing fatty degeneration and more atrophy. Patients with large 
fibroids have weak hearts leading to venous thrombosis. 


The practical deduction to be made is that persons who are the 
subjects of myomata should be especially well fed, and take sufficient 
exercise during the intervals of bleeding and menstruation. They 
should eat plenty of meat, and have such diet and exercise as will 
have a tendency to reduce the adipose tissue, with which they are 
frequently abundantly supplied, and increase the muscular tone. 
Further, such patients should be advised to have the tumour removed ; 
cardiac and renal changes, unless hopelessly advanced, are an 
indication, rather than a contra-indication, for their removal, because 
it seems that patients who have myomata succumb more readily to 
cardiac insufficiency if attacked by an intercurrent disease. Treatment 
should be directed to the heart before an operation if myocarditic 
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symptoms are present. Intravenous infusion should be employed at 
the beginning of the operation if the hemoglobin is materially 


reduced. 
Comyns BERKELEY. 


Researches on Leucorrhea. 


Srrepey and Bieart. Annales de Gynécol. et d’Obstét., December, 
1905. 


In a paper read before the Obstetrical Society of Paris the 
authors endeavour, principally by the study of “cytological 
formule” of the genital secretions, to differentiate simple functional 
leucorrheas from those due to various infective processes. They 
also insist on the value of the bacteriological examination as of 
incontestable value. 

Simple virginal leucorrhea, according to the authors, is charac- 
terised (a) by the occurrence of numerous flat cells of the vagina 
which stain well throughout; (b) of cells of a similar nature, in 
which the protoplasm stains badly; (c) of disaggregated cellules with 
nuclei undergoing proliferation; (d) of lymphocytes which stain 
well; (e) of numerous cocci and bacteria among the cells, or invading 
their protoplasm. On the other hand, with the secretions of genital 
infection the writers find (a) very few normal vaginal plates or ordi- 
nary columnar cells of the cervix; (b) numerous cells of the vaginal 
epithelium and mucous lining of the cervix in which the protoplasm 
stains badly and the nuclei of which are degenerated; (c) numerous 
polymorphonuclear leucocytes indicating suppurative processes going 
on in the genital tract; (d) microbes, generally less in number than 
in normal secretions, but, on the other hand, the gonococcus is 
frequently present. 

Later researches have convinced the authors that the micro- 
organisms found in the genital secretions are very varied, but that 
in their form and grouping they correspond fairly well with the 
clinical phenomena of the case. Therefore micro-biologically, the 
microscopical examination of the genital secretions is of value. This 
is especially so in gonorrhea. Again, it enables us to distinguish 
between acute and chronic affections, and thus aids in diagnosis, 
prognosis, and treatment. As regards the gonococcus, the authors 
insist on repeated examinations, and especially directly after a 
menstrual period. 

Secretions, even of healthy women, are found to contain large 
numbers of micro-organisms, viz., various “long bacilli and strepto- 
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bacilli. In disease and acute infection the occurrence of “ short” 
microbes is the rule—cocci either isolated or occurring in groups 
and chains. The re-appearance of ordinary bacilli and strepto- 
bacilli in the secretions is said to indicate a tendency to improvement. 
Another point which the authors refer to is that in general any 
traumatism applied to the genital canal leads to re-appearance of 
the “short” group of organisms, these being detrimental to the 
patient. Intra-uterine interference often results in a re-appearance 
of cocci, so the use of strong douches and strongly acid mercurial 
solutions may be harmful. Hence in ordinary banal leucorrhea the 
authors advise mild alkaline antiseptic treatment, for by this means 
the “long” variety of vaginal micro-organisms is encouraged, and 
a return to the healthy condition is rendered more likely. 


C. Husert Roserts. 


Extirpation of Bartholin’s Cysts by a New Process. 
* Pozzr(S.). Annales de Gynécol. et d’Obstét., December, 1905. 


ALL operators who are in the habit of removing cysts of Bartholin’s 
gland are aware of the difficulties met with in getting such tumours 
out whole, and that it is not easy to remove every portion of the 
lining membrane when once such cysts are opened or burst during 
dissection. In order to facilitate their complete removal Pozzi 
injects spermaceti into the cavity the evening before the operation. 
This solidifies after injection, and the tumour can then be removed as 
a solid mass. 


C. Husert Roserts. 


The Prognosis in Operations for Vulvar Carcinoma. 
Grinpaum. Deutsch. med. Wochenschr., 1906. No. vii., p. 251. 


Tue writer of this paper records five cases from the Landaus’ clinic 
in Berlin, to show that the outlook after operation for vulvar 
carcinoma is not now as black as was painted by Hildebrand in 1879, 
when he stated that no permanent result could be expected if there 
was any involvement of the inguinal glands. The results in these 
cases of the Landaus were very encouraging. In one case of advanced 
carcinoma recurrence took place in a very short time, and led to the 
death of the patient, and in another where operation had been 
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advised long before the patient would consent, death occurred 
13 years after operation. Of the other three cases, one patient remained 
free for 5} years, when a small recurrence in the scar was removed, 
but she lived for 94 years after the first operation, and died 
of general debility at 82 years of age, though there was then 
another small recurrence. The other two patients remained 6} and 
8 years respectively without return of the disease, and in one case this 
was especially remarkable in that the glands were found to be carcino- 
matous when removed at the operation. Other statistics are also 
considered by the author, especially the valuabie series of 169 cases 
collected by Goldschmidt (Inaugural Dissertation, Leipzig, 1902), 
and as a result he finds that a permanent cure may be hoped for in a 
certain number of cases, even if there are already metastases in the 
inguinal glands, but in order to obtain the best results a wide 
excision of the primary growth must be made, and the inguinal 
glands and surrounding fatty tissues removed on both sides, 
whether or not any enlargement can be detected. 
J. S. Farrparry. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


A Meeting of the Society was held on March 7th, 1906, W. R. Daxin, M.D., 
President, in the Chair. 


PERITONITIS AND THE STAPHYLOCOCCUS ALBUS. 


A paper was read on this subject by Mr. Joun D. Matcotm, He began 
by referring to a view which he had previously advocated, namely, that 
inflammation and peritonitis may be aseptic processes, and quoted the 
statement of Lord Lister that “a certain amount of inflammation, as 
caused by direct irritation, is essential to primary union.” 

Turning to the lectures of Mr. Dudgeon and Mr. Sargent on the 
Bacteriology of Peritonitis, he pointed out that these observers found the 
Staphylococcus albus in the peritoneal sac in almost every variety of 
peritonitis, and invariably in the intra-peritoneal blood-clot associated 
with the rupture of extra-uterine foetation sacs ; they showed that this coccus 
was frequently found in the peritoneal sac when there was no evidence 
of its presence except that of the microscope, or of culture investigations, 
and that it was an organism of very low virulence; they nevertheless 
came to the conclusion that “the febrile disturbances so frequently found 
after effusion of blood into the peritoneal cavity, are due to the presence 
of this organism.” 

He maintained that the conclusion that the S. albus was the cause of 
the well-marked inflammation attributed to it can be upheld only if it 
is already regarded as proved that a micro-organism must be present 
before inflammation can develop. He further argued that a staphylo- 
coccus which is present invariably in intra-peritoneal blood clot, and may 
exist therein without pus formation for three months, was a different coccus 
from that which produces suppuration, and the evidence that this non- 
pyogenic coccus had any harmful effects was unconvincing. 

Mr. Matco.m drew the following conclusions from his discussion of the 
subject : — 

1. That inflammation is a curative process bringing about union by 
first intention, producing a fresh blood supply to strangulated or ligatured 
tissues or to thin flaps, and causing a return to normal conditions by its 
characteristic restorative action whenever this is possible, and frequently 
in spite of the presence of micro-organisms. 

2. That tissues in the peritoneal cavity dying because they have 
become separated from their natural connections (strangulated tumours, 
ligatured parts, and blood clot), can be revived only by the inflammatory 
process and by a consequent formation of adhesions; that there is no 
reason to suppose that micro-organisms are necessary to the production 
of these processes, and therefore that inflammation of the peritoneum 
may arise without the action of micro-organisms. 

3. That, although practically all dangerous inflammations are septic, 
yet the science of bacteriology, in so far as it is connected with wounds, 
must be founded on views that recognise the possibility, or rather the 
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constant occurrence, of inflammation in connection with aseptic injuries. 
This is the teaching of Lord Lister. 

4. That when septic complications take place in a wound, the micro- 
organisms tend to interfere with the proper course of the inflammation 
which necessarily accompanies an injury. 

5. It seems to be certain that a very small damage to tissues may 
enable slightly pathogenic or innocuous staphylococci to effect an entrance 
through apparently healthy epithelial surfaces, and perhaps in other 
ways. The condition is an undesirable and dangerous one, because a 
little more damage will enable a more powerfully pathogenic organism 
to invade the tissues, and when a sufficient degree of mischief arises, the 
most virulent organisms may enter and produce their various effects as if 
they were introduced through an incision. 

6. It is suggested that surgical fever is due to peripheral stimuli, 
and that the theory that fever is necessarily caused by some substance 
circulating with the blood and acting on a heat centre is unsatisfactory, 
because by it the irritation which occurs in a wound, and which occurs 
all over the body in septic conditions, is entirely ignored as having any 
possible influence on the temperature. 

After some remarks by Mr. Dupcgon, Mr. Percy SarGent commented 
on the manner in which the terms “aseptic” and “sterile” had been used 
by Mr. Malcolm, and contended that those terms had been used by him- 
self and Mr. Dudgeon in a different sense ; the one to express the meaning 
ordinarily ascribed to it in Surgery, viz., as applied to a wound which 
presents no clinical sign of inflammatory reaction, the other, in its 
strict bacteriological sense. Mr. Sargent held that their experiments, as 
well as those of Professor Welch, had shown that a wound could be aseptic 
and at the same time not sterile; and that organisms could be cultivated 
from the deeper parts of an aseptic wound several days after the opera- 
tion. The conclusion to which he and Mr. Dudgeon had arrived—that 
the so-called “chemical peritonitis” did not exist— was based on the 
fact that the number of those cases to which the term had in the past been 
applied was found to diminish rapidly on bacteriological investigation, 
and that the circumstance of their being unable to demonstrate the 
presence of micro-organisms in the peritoneal exudate was no proof that 
the whole of the peritoneal cavity was sterile. It was highly probable 
that in an area so large as the peritoneal cavity there would be cases 
in which the presence of micro-organisms would escape detection. At 
any rate, Mr. Malcolm had adduced no experimental work whatever in 
support of his belief in non-microbic peritonitis. With regard to the 
nature of the white staphylococcus found so frequently in peritoneal 
lesions, Mr. Dudgeon and Mr. Sargent had taken some pains to demonstrate 
that it was not the same as the staphylococcus pyogenes albus, and they 
had never suggested that it was the cause of the suppuration which some- 
times follows an old pelvic heematocele. 

Mr. Matco.m replied. 

SPECIMENS. 

Mrs, ScHariigB showed a specimen from an unusual case of Malignant 
Disease of the Uterus. 

Dr. Lockyer showed (1) the Uterine Appendages in two cases which 
illustrated a deficiency in the development of the central part of the 
Fallopian tubes and congenital hypertrophy of the round ligaments ; 
(2) three cases of Diffuse Adeno-myoma Uteri. 

Dr. Water Tats showed a specimen of Carcinoma of the Ovary. 
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GLASGOW OBSTETRICAL AND GYNXCOLOGICAL SOCIETY. 


A Meeting was held on February 28th, the President, Dr. J. K. Keuty, 
in the Chair. 


Fresh Specimens shown :— 

Dr. Scorr Maccrecor: Multiple Fibroids of Uterus with Hydro- 
salping. 

Dr. S. J. Cameron: (a) Multiple Fibroids of Uterus with Cancer of 
Cerviz; (b) Chorio-Epithelioma—mass perforating Uterus. 

Dr. Munro Kerr: Cyst of Broad Ligament, removed during labour. 

The Presipent: (a) 7'ubal Pregnancy; (b) Fibroid of Uterus; (c) 
Fibroid of Uterus with appendages. 


Dr. James Lauriz, of Greenock, read a paper on 


CaSAREAN SECTION FOR Racuitic PEtvis. 


Patient, ii.-para, had craniotomy performed on first child 18 months 
before ; she was aged 27 years, height 4 feet 8 inches ; conjugate measured 
under 2 inches. At time of labour there was a foul vaginal discharge, 
head not attempting to engage and patient in constant pain. Cesarean 
section was performed in patient’s own house. The child was alive, but 
only survived 18 hours. Patient did well. 

Dr. Lauri also read notes on 


Two Cases oF OPERATION FOR INCOMPLETE RUPTURE OF PERINIUM. 


Both patients suffered from lacerations at first birth; in neither case 
was suturing performed, and both patients suffered from subsequent recto- 
cele and discomfort. Dr. Laurie, in his operations, adopted the method 
advised by Pryor—the vaginal mucous membrane was dissected off over 
a triangular area, the apex being at the highest point of the rectocele, 
the sides passing external to the lateral retracted angles; the base being 
the muco-cutaneous border of the vaginal outlet. The sutures were passed 
from the apex downwards—the material used being 16-day chromic gut, 
silkworm gut being used at the retracted angles; these latter were passed 
in deeply so as to grasp the fibres of the levator ani and its fascia. This 
operation gives a perineum of 24 inches; it reduces the rectocele, and 
keeps the vaginal walls in contact. 

The Presipent, Dr. Jarpinz and Dr. Munro Kerr discussed the paper. 


Dr. R. O. Apamson read a paper on 
A Nots on Two Cases or PueRPERAL PYELONEPHRITIS. 


In Casg 1., patient, i.-para, previous history unknown with exception 
of an attack resembling appendicitis some years previously. During 
pregnancy had dyspepsia more or less all the time. At 6th month slight 
cystitis; at 8th month urethritis with some discharge easily relieved by 
local applications. Patient was delivered at full term by forceps after a 
fairly severe labour; the perineum required stitching. Retention of 
urine for three days relieved by catheter. Patient did fairly well and 
was out of bed on 19th day. On the 20th day she became sick, the tempera- 
ture rose to 104°, right kidney tender and enlarged, urine contained 
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albumin and pus. Boric acid given internally, with local douching, ete. 
Later on salol and quinine. Temperature and pulse normal by the 34th 
day. Tubercle bacillus and B. col. communis found. Santal oil, creosote 
and guaiacol given. The pus gradually disappeared from urine and 
patient did well. 

The exact etiology of the illness is uncertain ; the previous cystitis and 
retention of urine point to a tendency to genito-urinary infection, bladder 
not directly involved, but infection reaching the kidney from urethra or 
bladder may there have met some latent tubercular focus and so started 
the acute mixed infection. 

Case 11. Patient, ii-para, healthy during pregnancy. Puerperium 
up to 15th day normal save for use of catheter for four days. On 15th 
day temperature rose and reached 102° on 17th day; slight pain in right 
lumbar region; urine contained albumin, pus, blood and casts. No evi- 
dence of cystitis in symptoms. Diagnosis: right-sided pyelitis. 

Boracic acid given internally in 10 gr. doses, later salol alternately. 
Recovery rapid. No tubercle bacilli found. 

Dr. Apamson advised attention to the following points:—Urine to be 
examined periodically during pregnancy for pus, and if necessary bladder 
and urethra. If cystitis arise it should be carefully looked after. If 
catheter has to be used during puerperium, injections of boric acid solu- 
tion to bladder and boric acid and salol internally. 

Dr. Jarpinz had experience of one case who had pyonephrosis and 
calculus before delivery ; abscess discharged by ureter into bladder ; patient 
did well. There is, he considered, a great risk with catheter during the 
puerperium. 

Dr. Munro Kerr had one case during pregnancy. Where catheter is 
used he orders prophylactic douching of the bladder. 

Dr. Carstairs Doucias had experience of B. col. communis infection 
as being the cause of the worst form of cystitis. 

The Presipent and Dr. Caskiz also spoke. 


Dr. ArcuiBpALp T. CampBELu read a brief paper on a case of measles in 
a multipara at end of pregnancy, labour occurring on 3rd day of fever. 


Dr. Bartrp, Dr. Casxiz, Dr. JarpINE, Dr. Munro Kerr and the Presi- 
DENT spoke. 


Dr. James Crara read a paper on 


Two Caszs or HypRAMNIOS. 


Patient, at 5th month of pregnancy, had suffered for some weeks from 
a pale watery discharge from vagina. The uterus was found to be above 
the umbilicus, soft and easily compressible. 

Patient felt something give way suddenly at two intervals during the 
pregnancy, followed by a rush of clear fluid. Patient had difficulty in 
breathing towards end of pregnancy, but would not consent to induction 


of labour. Labour came on and recovery was uneventful, child being 
healthy. 


Casz u. Patient was seen at 8th month of pregnancy on account of 
orthopneea and general oedema. On examination the heart and kidneys 
seemed healthy; uterus very much distended, membranes protruding 
through os. Labour came on and terminated normally, with the excep- 
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tion of delay in the 3rd stage due to uterine inertia. 

Dr. Carstairs Doveias said that hydramnios was often associated 
with foetal deformities. 

Dr. Munro Kerr said it was common in uniovular twins, the placental 
circulation being interfered with. 

Dr. Jarpingz thought the preponderance of cases of hydramnios 
was associated with deformities of the foetus. 

The PresipENntT, Drs. ADAMSON, LaurIE, CAMERON, and Scott MacGrecor 
spoke. 


Dr. JARDINE gave a report of the Committee on Puerperal Morbidity. | 


BRITISH GYNACOLOGICAL SOCIETY. 


Meeting held on March 8th, Mr. F. Bowreman Jessett, President, in the 
Chair. 

Dr. J. H. Jevuertr showed a specimen of Advanced Carcinoma of both 
Ovaries, removed from a patient, aged 40, who complained of paroxysmal 
attacks of pain, associated with a swelling in the abdomen, which had 
been gradually increasing for the previous eight months. The patient 
had been married four years. The periods were regular, lasting four 
days, and accompanied with pain. The lower abdomen and pelvis were 
occupied by a hard, irregular mass, which was densely adherent below. 
On making an exploratory incision the tumour was found to consist of 
two separate parts with the uterus between. The lateral tumours occupied 
the site of the ovaries and appeared like cysts. There was an abscess 
closely connected with the uterus, and the broad ligaments were extensively 
infiltrated, as well as the rectum. The uterus and tumours were removed, 
and the pelvis drained through the vagina with iodoform gauze. Four 
months later the patient returned with three small abscesses along the line 
of the abdominal incision. The rectum was surrounded by a hard mass. 
The patient had increased in weight and appeared well. The solid 
growth consisted of carcinoma of irregular-cell type. 

Dr. JeLLetT also showed a specimen of Double Pyosalping with an 
extra-Uterine Fetus of four months’ development, removed from a patient 
aged 27, who complained of bleeding during coitus and pain in the lower 
part of the abdomen. There were no children, but the patient had had a 
miscarriage at about the 20th week, eighteen months previously. On 
examination an erosion of the cervix was found which bled freely; the 
uterus was retro-deviated and drawn to the right. The appendages on 
both sides were enlarged, and on the right an irregular mass was found 
extending to the lateral wall of the pelvis, about an inch long and half an 
inch across. On opening the abdomen one month later, the omentum 
was thickened and adherent to the Fallopian tubes. The right tube was 
enlarged to the size of a sausage; firmly adherent to the ovary and dis- 
tended with pus. The skeleton of a four months’ foetus projected from the 
ampulla on the same side. The left tube was the size of a finger and con- 
tained pus; the ovary was cystic. Both tubes and both ovaries were 
removed. The uterus was fixed to the anterior abdominal wall after Kelly’s 
method. 

Mrs. ScuaruizB, M.D., M.S., showed an Enlarged Uterus removed from 
a patient aged 50, who complained of weakness, vaginal discharge, and 
frequency of micturition with scalding and constipation. There were 
nine children, the youngest 16. The periods were regular until eleven 
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months previously. A large, irregular, hard tumour was found in the 
abdomen. The cervix was irregular and a papillomatous mass protruded 
through the os uteri. The uterus and appendages were removed at the 
operation ; the latter being healthy, while the former was enlarged to the 
size of a four months pregnancy. The uterine cavity was occupied by a 
growth mainly attached to the anterior wall. On microscopical examina- 
tion this proved to be an endothelioma and in portions it presented the 
appearances of perithelioma. 

Mrs. ScHaRLIzB also showed a uterus from a single patient aged 44, who 
complained of profuse menstruation. Three years previously she had been 
curetted for flooding, and during the last three months her periods had 
become profuse. On examination the uterus was found to be irregular but 
not much increased in size. Microscopically the uterine glands were actively 
proliferating, and in one portion the epithelium had burst through the 
basement membrane forming irregular masses of malignant looking cells. 

Dr. J. H. Jetuetr read notes of two rare conditions met with in the 
pelvis during operation. During the course of salpingectomy the sigmoid 
flexure was found to be deviated to the right, while from the lower border 
a tubular structure about three inches long and half an inch wide passed 
into the recto-uterine pouch, where it was adherent. 

The second condition was found during the removal of a cystic ovary 
from a patient who had been tapped several times for ascites. On ex- 
amining the left side of the pelvis adhesions were found between the 
uterus and intestines; on separating these for the purpose of examining 
the appendages the left ovary was absent and the Fallopian tube was 
represented by a stump about half an inch in length with a correspond- 
ingly diminished broad ligament. There was no history of any previous 
pelvic operation. 


EDINBURGH OBSTETRICAL SOCIETY 


Meeting held on Wednesday, March 14th, J. W. Battantyne, President, 
tn the Chair. 


Dr. Hata Ferauson read a communication on 


ABDOMINAL HysTEerEcTOMy FoR ACUTE PUERPERAL METRITIS AND 
SALPINGITIS, 


with the record of a successful case. In cases of puerperal sepsis there 
was great difficulty in deciding when operative measures were required. 
If hysterectomy had to be performed early operation gave the patient the 
best chance, but many cases with very severe symptoms recovered without 
it. It was not applicable to cases in which general septicemia had de- 
veloped, nor, as a rule, to those in which there was extensive phlebitis. 
In localised septic conditions with sapreemia, where no pelvic abscess was 
present, and in which curettage, douching, and drainage failed, hyster- 
ectomy would have to be considered. In some cases one could only decide 
after the abdomen had been opened. In general peritonitis prompt 
laparotomy and free drainage were indicated. 

The case recorded was that of a woman, aged 25, who was admitted to 
Leith Hospital nearly three weeks after her sixth confinement. There 
was nothing to note in connection with her previous labours, and the 
present one had been normal with the exception of some delay and 
hemorrhage in the 3rd stage. She had had pain in the right side since 


380 Journal of Obstetrics and Gynecology 


the 3rd day of the puerperium. Her symptoms on admission pointed to 
local suppuration and severe general septic poisoning. There was a 
swelling in the right side of the pelvis, which was diagnosed as a pyo- 
salpinx. Two days after admission Dr. Haig Ferguson performed supra- 
vaginal hysterectomy. When the abdomen was opened localized peritonitis 
with adhesions and encysted fluid were found on the right side. The right 
tube was inflamed and the surface of the uterus showed one or two spots 
almost gangrenous in appearance. The specimen showed multiple small 
abscesses of the uterine wall, and acute salpingitis. The patient made 
a good recovery. 

A discussion followed, taken part in by the Presipent, Dr. Barsour, 
Dr. Mr. Scorr CarmicHakEL, Dr. Dartine and Mr. Forpyce. 

Dr. Hata replied. 

Dr. Hav.taIn read a paper, entitled 
A CurinicaL Experience or Ectopic PreGnancy anp ALLIED CoNDITIONS.* 


Twenty-nine cases operated on for ectopic pregnancy by the writer 
were reviewed. In four the diagnosis had been wrong. As regards symp- 
toms, irregular hemorrhage and pelvic pain and discomfort had been 
the most reliable. Amenorrhcea was almost constant, but the shedding 
of a uterine cast was absent in the majority of the cases. In two of the 
cases the symptoms prior to the onset of acute mischief had been merely 
those of normal pregnancy. The irregular hemorrhages were probably 
due to separation of the ovum and not, as was usually supposed, to de- 
tachment of the uterine decidua. The shedding of the uterine decidua 
usually occurred after the death of the ovum; and after operation serious 
hemorrhage might arise from this cause. In hemorrhage into the peri- 
toneal cavity escape of blood from the abdominal end of the tube was more 
common than rupture. The mistakes in diagnosis in the present series 
included the following conditions:—ovarian dermoid tumour, unilocular 
ovarian cyst, incarcerated subserous myoma uteri, ovarian abscess and 
salpingitis, bicornute uterus, and fecal accumulation in colon. Early 
abortion often gave rise to mistakes in diagnosis. In four of the cases 
the condition had recurred in the opposite tube. Treatment in every case 
must be radical as soon as possible after the diagnosis was made. When 
intraperitoneal hemorrhage was going on he advised immediate operation. 
Early operation was safer and easier and prevented further trouble. Of 
the cases recorded, four had died—one from hemorrhage, two from peri- 
tonitis, and one from secondary rupture. 

Dr. Barsour thought that the irregular bleeding was due to the dis- 
charge of broken-down decidua. In his experience pain and hemorrhage 
had not been associated, an association one would expect were the latter 
due to separation of the ovum. 

Dr. Lamonp Lackiz mentioned a case in which acute anteflexion of 
the pregnant uterus had been diagnosed as ectopic gestation. 

Dr. Hara Fercuson had noted distension of the bladder in many cases. 
Enlargement of the uterus was not constant. 

The PrestpEent also spoke. 

Dr. Havutain replied. 

SPECIMENS. 

The following were shown (for Dr. N. T. Brewis) by Dr. Reay:—(1) 
A Papillomatous Tumour of the Ovary, showing microscopically the struc- 
ture of an encephaloid cancer. (2) A small Dermoid Tumour of the 


* The full text of this paper will appear in the June number of the JourNat. 
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Ovary. (3) Two examples of Double Pyosalpinz, one complicated by a 
suppurating dermoid ovarian tumour. (4) Uterus removed after 
Cesarean section for inoperable cancer of cervix. (5) Large Fibroid 
Tumour of Cerviz. 

Dr. Havuuratn exhibited :—(1) A large Gravid Fibromyomatous Uterus. 
Operation was performed on account of the onset of severe pain at the 
5th month. This was found to be due, as was anticipated, to red infare- 
tion of one of the fibroid masses. (2) Uterus removed by hysterectomy 
from a patient, aged 55 years, for multiple fibroids, showing a soft necrotic 
mass in the uterine wall, found on examination to be a round-celled 
sarcoma. 

Dr. Hata Ferauson showed:—(I) An /nstrument Bag with combined 
instrument sterilizer, devised for obstetrical and gynecological use. (2): 
Puerperal Uterus removed by abdominal hysterectomy, with multiple 
abscesses in walls. (3) Hydatid Mole, which had been retained in utero. 
10 months, in a primipara, aged 29. 

Dr. Forpycz showed:—(1) An Ovarian Cystic Tumour which had 
given rise to attacks resembling renal colic. (2) Uterus removed by 
supravaginal hysterectomy from patient who had had double ovariotomy 
performed ten years previously. A small piece of ovarian tissue was 


found to have been left behind, and this probably accounted for the 
symptoms. 


NORTH OF ENGLAND OBSTETRICAL AND GYNCOLOGICAL 
SOCIETY. 


Meeting at Sheffield, on Friday, February 16th, Mr. R. Faveuu, President, 


in the Chair. 


ANGiomMaTous Fisro-MroMA UTERI. 


Dr. W. Buiarr Bex (Liverpool) showed a specimen of this condition 
which forms the subject of an original article on p. 348 of this number of 
the JouRNAL. 


HyPERNEPHROMA. 


Dr. W. Buair Bett showed a tumour of the right kidney, the size of 
a child’s head, removed from a woman, aged 65. It had been diagnosed 
as an ovarian cyst. It was situated low down in the right iliac fossa, and 
was said by the patient to have grown in an upward direction. She had 
noticed it first nine months previously. There had been no hematuria 
or other symptoms pointing to the kidney. On examination per vaginam, 
the tumour was found to be unconnected with the uterus, and apparently 
too far away from the uterus to be ovarian. It had a semi-solid con- 
sistence. On opening the abdomen in the mid-line it was found to be 
retro-peritoneal, and it soon became evident that it was the right kidney 
which was involved. 

The whole growth was removed, and the patient made a rapid recovery, 
but lately (six months after the operation) there had been a recurrence of 
the growth. This tumour is very rare, and is supposed to arise from 
suprarenal rests in the kidney tissue, and is frequently very malignant. 


Ruprurep Ectopic PREGNANCY. 


Dr. W. Wattzr (Manchester) reported two cases. In the first, a 
woman, aged 33, missed one period and had slight abdominal pain for 
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two weeks, and then fainted after an attack of severe abdominal pain. 
A tender mass could be felt in the left vaginal fornix, and there was 
marked pulsation of the uterine artery. On operation four days later, 
the abdominal cavity contained a large quantity of blood. The left tube 
was thickened and ruptured on its upper surface, and was removed. It 
contained blood clot, placental tissue and a small foetus. 


In the second case the patient was 27 years of age, and was seized 
with abdominal pain after eleven weeks amenorrhcea. The pain con- 
tinued for two days and was then followed by slight vaginal hcemorrhage. 
A fluctuant mass could be felt in the left fornix and the abdomen con- 
tained free fluid. The uterus was slightly enlarged. On opening the 
abdomen the left tube was found ruptured, the foetus lying in the 
abdominal cavity. The tube was easily removed. 


Recovery in each case was uneventful. 


Two UTERI conTAINING MaLicnant Po.ypt. 


Drs. Briacs and WILuLEeTT showed specimens of two fibroid uteri 
containing polypi of a malignant nature. The first was removed from a 
nulliparous patient, aged 51, married 27 years. Menstruation had always 
been regular, and never excessive. Cessation occurred gradually at the 
age of 44. In 1905 the patient had a red discharge on three occasions, the 
last just before Christmas, being continuous in spite of rest in bed. Dr. 
Briggs removed the retroverted and enlarged uterus by vaginal hyster- 
ectomy on January 30th, 1906. Recovery was uneventful. In addition 
to several small subserous and interstitial fibroids, the body of the uterus 
was occupied by a tongue-shaped polyp, soft, friable and of a yellowish- 
green colour. The base of the polyp was at the fundus, and its tip 
reached to the internal os. Invasion of the musculature through 
one-third of its thickness had occurred at the base of the polyp. 
The endometrium elsewhere was adenomatous, and a small red cervical 
polyp was situated below the level of the internal os. Microscopically the 
growth was a large round-celled sarcoma. 


The second specimen was removed from a single woman, aged 49. 
For the last three months there had been intermenstrual bleeding. The 
uterus was enlarged and hard, and a subserous fibroid equal in size to a 
hen’s egg could be felt in the pouch of Douglas. Supravaginal hysterectomy 
was performed by Dr. Briggs. Both Fallopian tubes and both ovaries were 
removed with the uterus, as pus could be squeezed through the patent 
ostium abdominale of the left tube, and both ovaries were cystic. On the 
16th day the patient suddenly became cyanosed, and died of pulmonary 
embolism. The uterus was the seat of several subserous fibroids, the 
largest equal in size to a hen’s egg. A polypoid growth occupied the upper 
two-thirds of the uterine body. Invasion of the uterine wall where the 
polyp was attached had taken place, through half the thickness of the 
musculature. The right ovary was enlarged and softer than normal. 
Microscopically, the polypoid mass was an adeno-carcinoma, but there was 
not the usual definite alveolar arrangement, the cells being closely packed 
together, with only a small amount of inter-cellular substance. Secondary 
carcinomatous deposit was found in the right ovary. 

The interesting pathological feature was the close resemblance of the 


two specimens macroscopically, while microscopically the one was round- 
celled sarcoma and the other adeno-carcinoma, 
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CasEs. 
Fisroip TuMours oF THE UTERUS CAUSING AcUTE INTESTINAL OBSTRUCTION. 


Dr. Donatp (Manchester) mentioned the case of a patient, aged 48, 
whose menstruation was regular until 12 months ago; since then she has 
had both menorrhagia and metrorrhagia. She has lost flesh for six 
months, and has had difficult micturition for a fortnight. For one week 
she has had symptoms of acute obstruction of the bowels—persistent 
vomiting, no action of bowels and distension. Her bowels were moved 
on day of admission by means of an oil enema, followed by a simple one. 
She was kept quietly in bed for three weeks, and the abdomen was then 
opened in middle line. The uterus was found to be about equal in size to a 
foetal head, irregular and studded with small sub-peritoneal fibroids ; 
one sub-peritoneal fibroid, about the size of a tangerine orange, was 
adherent to the right pelvic wall. This was considerably necrosed. 

The case illustrated one of the more serious but comparatively rare 
dangers of a uterine tumour. Adhesions were rarely met with in cases 
of uterine fibroids, and when they did occur it was nearly always as the 
result of the lowered vitality of the tumour. In the present case the 
small adherent fibroid had a narrow pedicle, and its blood supply had been 
interfered with. 


A UTERINE FIBROID CAUSING PROFUSE H&MORRHAGE IN AN ELDERLY Patient. 


Dr. Donan also reported the case of a single lady, aged 64, whose 
ordinary menstrual periods had ceased at 49. Fifteen years later she 
began to be troubled with irregular hemorrhage. Operation was advised, 
and, owing to the senile contraction of the vagina and the increased size 
of the uterus, the abdominal route was chosen, and the uterus was ampu- 
tated at the level of the internal os. Convalescence was uninterrupted. 
The specimen showed a submucous fibroid about equal in size to a hen’s egg, 
which was becoming polypoid. 

The case was interesting as showing that uterine fibroids did not 
always cease from causing serious symptoms after the menopause, and that 
continuous uterine hemorrhage many years after the menopause did not 
always mean malignant disease. The probable explanation of the onset 
of the hemorrhage after so many years of quiescence was to be found in 
the gradual conversion of an intramural fibroid into a submucous polypus. 
This change was no doubt brought about in the adult life by muscular 
contractions of the uterus, but in elderly women it might be caused by 
atrophy of the uterine muscle. 


Two Cases oF Fisro-MyoMa ComMpPLicaTING PREGNANCY. ABDOMINAL 
HyYstTERECTOMY. 


Dr. Arnotp W. W. Lza (Manchester) recorded two cases in which opera- 
tion was required, in the one on account of the size of the tumour, and in 
the other on account of impaction in the pelvis and pressure symptoms :— 

Mrs. M., et. 34, had observed a gradual increase in the size of the 

-abdomen for two or three years, but had experienced no pain or even dis- 
comfort until the last month. Menstruation had commenced at 16, 
28 day type, and continued 6-7 days. The discharge was rather free, but 
without pain. When seen she had gone a week over her time, and for a 
month had observed rapid increase in the size of the swelling. The 
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abdomen was occupied by a large tumour, the size of eight months’ gesta- 
tion, irregular in shape, quite movable. The cervix was normal in size, 
slightly softened, and a hard mass was felt in front projecting into the 
vagina and pushing the bladder upwards. It was considered probable 
that pregnancy had occurred, and that the discomfort and rapid increase 
in size were attributable to this. It was obvious that a tumour, which 
already was approaching the size of a full-term gestation at the end of the 
first month, could not safely be allowed to remain. The uterus was there- 
fore removed ; the healthy left ovary was not taken away. The patient 
made an uneventful recovery. 

The tumours, with the uterus, weighed 14 lbs. On section the mass 
was composed of five myomata surrounding the small body of the uterus, 
which contained an ovum of six weeks’ development. The small tumours 
arose from the lower segment, the cervix, however, not being involved. A 
single large tumour formed the main bulk of the mass which had occupied 
the abdomen. It showed numerous areas of myxomatous degeneration. 
Examination of the specimen clearly shows that it would have been quite 
impossible for delivery to be effected at term. 


Case u. Mrs. T., 32 years of age, had been married seven years, but 
had not previously been pregnant. Menstruation commenced at 14: 
28-day type: lasting 1-2 days, always scanty and painless. After four 
months’ amenorrhcea, she was suddenly seized with severe abdominal pain 
and sickness, which were followed by constant pain in the abdomen and 
sacral region. Micturition became increasingly difficult and painful, 
and she had retention of urine on several occasions. She was compelled 
to remain in bed a large portion of her time, and had constant bearing 
down sensation and pains in the rectum, with obstinate constipation. 

On examination the abdomen was occupied by a hard irregularly- 
shaped tumour, the size of a seven months’ gestation. The vagina was 
narrow, and Douglas pouch occupied by a firm rounded fixed mass. The 
cervix was above the pubes, and reached with difficulty. Bimanually, it 
was quite easy to detect the pregnant area of the uterus situated in front 
and above the tumour which filled the pelvis. A diagnosis of multiple 
myomata with 44 months’ pregnancy was made. A fortnight later she 
was admitted into a Nursing Home. 

Abdominal hysterectomy was performed two weeks later, the tumours 
and pregnant uterus being removed entire with the ovaries. Recent peri- 
toneal adhesions were present over the tumour in Douglas’ pouch. No 
drainage was used. The patient made an uninterrupted recovery. 

The uterus contained a five months’ foetus. An irregularly-shaped 
myoma had filled the pelvis, displacing the cervix to the front. Four 
large myomata were present over the posterior and upper parts of the 
uterus. The tumour mass occupying the pouch of Douglas was roughened 
from peritoneal adhesions. 


Mr. A. Curr (Sheffield) read a paper on the SurcicaL TREATMENT OF 
Supacute PurrreraL Pyzmia, which is published in extenso in this number 
of the Journat, p. 317. 
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Obituary 


Obituary. 


ADOLF GUSSEROW (1836—1906). 


By the death of Gusserow, one of the most prominent pioneers of 
modern gynecology in Germany has passed away, and this will 
assuredly call forth sincere sympathy in Great Britain. 

The deceased professor always followed the progress of medical 
science in Great Britain with special interest, and many of the 
leading British obstetricians and gynecologists, e.g., A. R. Simpson, 
Lawson Tait, Playfair, Priestley, and Smyly, he numbered amongst 
his personal friends. 

Gusserow’s relations with Great Britain arose from his travels 
during his early medical training. Before he started on his journey 
the brilliant work of such men as Sir Spencer Wells and Sir James Y. 
Simpson had spread the renown of British gynecology over the 
whole world. Gusserow also felt an irresistible desire to see for 
himself the practice of these great men. He therefore spent a con- 
siderable time in the British Isles investigating the burning 
questions of that time. 

He owed much practical knowledge and stimulation to his sojourn 
on that side of the Channel, and he described his experiences in a 
detailed record of his travels (Geburtshiilfe und Gynikologie in Gross- 
brittanien; ein Reisebericht. Monatsschrift fiir Geburtskunde, 1864) 
with a due appreciation of the conditions peculiar to Great Britain. 

Gusserow was one of the warmest admirers of the genial Sir 
James Y. Simpson, and the obituary notice of this great physician 
which he publicly delivered as Rector of the University of Ziirich 
(Zur Errinerung an Sir J. Y. Simpson, Berlin, 1871), holds a 
foremost place amongst the necrologies of the discoverer of chloro- 
form which appeared on the Continent. 

In 1894 Gusserow was elected an Hon. Fellow of the Obstetrical 
Society of London, an honour which he highly prized. 

Adolf Ludwig Sigismund Gusserow (to give him his full 
name) was born on the 8th July, 1836, and was the son 
of a well-known physician in Berlin; he studied medicine in Berlin, 
Wiirzburg and Prague. After passing his state examination he dis- 
charged the duties of assistant in the University Frauenklinik, under 
Edward Martin, and from there qualified as Privatdocent (1865). 

After an exceptionally rapid career (having regard to Continental 


] 


386 Journal of Obstetrics and Gynecology 


conditions), during which he was appointed to the Professorial chair 
at Utrecht (1867), Ziirich (1867—72) and Strassburg (1872—78) 
successively, and while still a comparatively young man, he was 
called back to Berlin, the leading University in Germany. 

This brilliant career he owed to his eminent intellectual and moral 
qualities, thanks to which he acquired a first-class reputation as an 
academic teacher. Endowed withaclear, critical judgment, he sought 
by intimate personal intercourse to influence his pupils in a simple 
and homely way, making it his chief object to train them to become 
capable and conscientious practitioners. In this he succeeded so 
completely that the men trained by Gusserow enjoy the highest 
repute throughout the German empire. 

It fell to his lot in Ziirich, in Strassburg, and in Berlin to found 
new institutions in accordance with modern ideas. Thanks to his 
talent for organization, he succeeded in thesé tasks, and the State 
institutions founded by Gusserow soon grew into the full flower of 
success and quickly won the confidence of the public. 

That Gusserow was a humane, scientific, conscientious physician 
was not the least factor in this result. He had, also, in consequence 
a large private practice in Ziirich and a still larger one in Berlin. 
Poor and rich were equally attracted to the friendly, warm-hearted 
and ever-ready helper, and in the fashionable and wealthy circles 
of the German capital he was much sought after as an accoucheur 
and as a much-trusted adviser. 

It was not as a voluminous author, but as a practitioner that he 
was conspicuous; nevertheless, his literary work was always sound 
and thorough. His best known work is the section on the new 
growths of the uterus in the “ Handbuch der deutschen Chirurgie,” 
edited by Pitha and Billroth. 

Two years ago progressive illhealth caused Gusserow to resign 
those of his official duties to which he no longer felt equal. His 
intellectual power, however, remained undiminished till shortly 
before his death, on February 6th, and to the last he set an example 
of indefatigable faithfulness to duty, by the manner in which he 
continued, with his accustomed zeal, to devote himself to the editor- 
ship of the Archiv fiir Gynikologie, a journal, the high standard 
and pre-eminent position of which, he and Leopold so successfully 


co-operated to maintain. 
Wituerm Nacer (Berlin). 


(Translated ). 
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REVIEWS OF RECENT BOOKS. 


A Terxt-Book oF THE PRACTICE OF GYNECOLOGY FOR PRACTITIONERS AND 
Stupents. By William Easterly Ashton. Philadelphia and 
London: W. B. Saunders and Company, 1905. 


Judging this book from the standpoint of its label, we think that it 
has failed in its object. As a text-book for students—as far as we under- 
stand what a text-book should be—it is quite unsuitable, not only from 
its excessive size and the inclusion of various subjects which have no 
direct bearing upon gynecology, but also because it purposely neglects the 
opinions of recognised authorities upon the subject with which it deals. 
Its composition was truly a labour of love. It is right and proper that 
the author, should lay particular stress upon what he considers to be 
right, but at the same time this is no excuse for neglecting to inform the 
student, who is expected to know, what the opinions of the recognised 
authorities are, especially when the author’s views and practice run 
counter to those generally accepted. 

There are several examples of this divergence of opinion scattered 
throughout the book, as, for instance, the statement that “rupture” is 
the commonest termination of tubal gestation, when statistics prove 
incontestably that “tubal abortion” is. Again, when it is stated that 
every extra-uterine gestation should be operated upon no matter what has 
happened or how far pregnancy has advanced, it is only right to tell the 
student that many of the leading operators consider that certain cases of 
pelvic hematocele due to tubal gestation are better left alone, and that 
there is proof that the safest course to pursue with extra-uterine gestation 
in the latter half of pregnancy is, in the absence of rupture, to wait until 
the foetus dies, as it does before or at term, when what would have been 
a very terrible and dangerous operation becomes comparatively simple 
and safe. Also the statement that menorrhagia and metrorrhagia are 
never caused by the menopause is contrary to fact—at least in England. 

As a text-book for practitioners it is also disappointing. Inthe preface 
the author states that if a multiplicity of methods and operations is given 
for the treament of a disease the results must be unsatisfactory, but with 
this we cannot agree. It apparently necessitates in this case 
the omission of all plastic operations for prolapse; of hysterotomy as a 
method of treating inversion; of paravaginal section, and many other 
methods of treatment of proved efficiency. 

No reference is made to the frequency with which cancer supervenes in 
kraurosis vulve, to the induction of labour for varicose veins of the vulva, 
tocancer of thecervix occurring after supra-vaginal hysterectomy, and only 
the very slightest to the complications and treatment of ovarian tumours in 
pregnancy, labour and the puerperium, all of importance to the practi- 
tioner, as is also the relation of necrobiotic fibroids to pregnancy. There 
is practically no pathology in the book. 

The author’s statement that he has left nothing to the imagination 
is certainly well within the mark, but whether all the illustrations are 
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necessary, considering that they must increase the price of the book, is 
not at all certain, and at any rate for Great Britain dozens of them are 
superfluous. Doubtless in America distances are very great, surgical 
instrument makers few and far between, and medical tuition has not in 
the past been all that is desirable in some of the schools, so that it may 
be necessary to illustrate over and over again knives, scissors, forceps, 
needles, etc., but we really cannot. see the use of some of the illustrations, 
such as a lady in a shower-bath with and without curtains around her ; the 
surgeon dressing the nurse; the horizontal recumbent position, clothed and 
naked ; an erect naked woman with one foot on a chair; a nurse standing 
at attention; and the series of pictures of well-developed young ladies 
lying in different positions irresistibly reminds one of illustrations of the 
different methods of trussing fowls to be found in all cookery books. 

If Dr. Ashton had given a title to his work which would have 
signified that it was an exposition of his particular views and practice in 
gynecology, we should have had nothing but praise for it, with the exception 
of some of the illustrations, since it is very well got up, its composition 
is clear, most of the illustrations are good, and one is never left in doubt as 
to what the author thinks and does. 

America is the country of superlatives. It has its mammoth caves, 
canyons, lakes, buildings, and it is only right that it should have a 
mammoth gynecological treatise, and in this respect this work, which has 


1,079 pages, 1,046 pictures, and weighs 5 pounds 6 ounces, is representa- 
tive. 
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